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The authors of this work are clinical psychologists. Their 
experience over many years has included personal and professional work 
with children (“problem" children, delinquents, retarded children, 
gifted children) and adults (normal, neurotic, and psychotic adults, 
handicapped adults, vocational guidance cases). Their training has in- 
cluded work in the fields of psychology, education, sociology, genetics, 
and other related fields. These experiences and this training have fused 
into the approach to abnormal behavior presented in this volume, a 
broad approach stressing fundamental dynamic principles and making 
use of actual case illustrations. 

The organization and emphases of this book were largely shaped by 
recognition of the growing necessity for a general education course, 
terminal in character, and designed to meet the current and future needs 
of students in such diverse fields as psychology, education, pre-medicine, 
law, journalism, and sociology, as well as the needs of hospital and 
mental hygiene workers. Knowledge of the principles and manifestations 
of deviant behavior can no longer be confined to the narrow profes- 
sional field directly concerned with it; the entire educated public needs 
to be familiar with the issues of mental health. 

The treatment of the material in this book is intended to be intro- 
ductory'. Nevertheless, because of the cyclical arrangement of topics 
within the developmental framework beginning at birth and ending in 
senescence and death, it has been possible to lead the reader to a well 
integrated conception of the basic theories and the important general 
issues in the field, although experts will undoubtedly differ on the 
emphasis and treatment given various topi<s. . 

We have borrowed heavily from the whole field of dynamic psychol- 
ogy, and from many allied fields that have made valuable contributions to 
our knowledge. At many points we have stressed the incompleteness of 
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ptesent-day knowledge, however, and have indicated the urgent need 
for additional research and bold new theory. 

We cannot begin to acknowledge, except in general terms, the great 
contributions made to this work by others. A tremendous debt is owed 
to research workers in the field of abnormal psycholog)', to authorities on 
clinical psycholog)’ and psychiatiy', and especially to our own profes- 
sional colleagues in all areas. Students who have participated in courses 
given by the authors have given invaluable suggestions through their 
searching questions and critidsms. Among the many individuals w’ho were 
kind enough to read portions of the manuscript, we wish to thank espe- 
dally Professors Donald G. Marquis, E- Low’ell Kelly, and Frederic 
Wyatt. For exceptional performance we wish to acknowledge gratefully 
the secretarial work of Mrs, Anne Nav'mik, Mrs. Barbara Windecker, 
and Mrs. Donna Ballard. The unique skill and sensirivin' of Robert F. 
Kopelman are amply displayed in the interpretive drawings that appear 
with the chapter titles. Finally, we wish to acknowledge the exceptionally 
capable editorial work of Ronald Q. Lewton, whose design sense and 
whose care with respect to logic, clarit)* of style, and organization of 
content contributed importantly to the appearance and the readabilit\’ 
of this book. 

If this volume serves to interest seriously many of our college students 
and if it helps to spread knowledge of this tremendously important area 
of human behavior to more of the citizens of our countr)% our W’ork in 
writing it will be well rewarded. 


M. L. H. 


R. G. G. 





INTRODUCTION-xi 


NATURE AND EXTENT OF 
ABNORMAL BEHAVIOR- 1 

chjnges associated vitb disease, malfunction, or physical injury Be- 
havioral changes rest/hsng from socso-cultural factors Magnitude of 
the problem 


Concepts of “abnormal be- 
havior’' Intelligence and de- 
viant behavior Behavioral 


Primitive and early period 
The pre-modem period 
The I Pth century; social 
revolution, technological ad- 
vance, and rational humani- 
tarianism The 20th century: first two decades The period of the 
first liorld war The third and fourth decades of the 20tb century 
World War II and recent developments The postwar years 


HISTORICAL PERSPECTIVE: 
STUDY AND TREATMENT 
OF THE INDIV(DUAt-17 


PSYCHODYNAMIC General developmental con- 

Donrcccpc An siderathns Integration of 

‘tU fhg person Psychic energy 

and psycho-econovucs The homeostatic principle “Structure" of the 
personality Levels of mental life Psychological conflict Anxiety 
The production of symptoms 


PSYCHODYNAMIC 

DEVELOPMENT-82 


The nnpoTlance of libido 
theory Significance of the 
birth process The oral 
periods The anal periods The phallic period {the first genital phase) 
The latency period Puberty and the second genital phase Some 
common defense mechanisms Recent work on psychological defenses 
Basic disturbances in self-evaluation A word about deviant solutions 



CONTENTS 


C DEVIANT BEHAVIOR IN 
INFANCY-112 

disease The exceptional infant 


Depressions, "bospitalisns” 
and ^'institutional personal- 
ity” Brain injury and brain 


6 


DEVIANT BEHAVIOR IN 
CHILDHOOD-132 

th-e pToblenu (primary behavior 
adaptive problems 


Problems of classification 
Transient, adaptive prob- 
lems Persistent, non-adap- 
probletsis) Extreme, persistent, non- 


7 DEVIANT BEHAVIOR IN PsyMosh.l adjustment in 

ADOLESCENCE— 169 adolescence Problems in 

Itnm in a^Rresih-e hehj-nnr p j.i - adjmnnem Prob- 

Wtoor ProUmm tduaiiond adjusnncm 


r PSYCHOTHERAPY FOR 

^ p'Liifp.npm. Probiejns that require pty- 

CHllDREN-183 chological assistance The 

apy Release therapy Contributions of ^ psycbother- 

tions of /trwa Freud Contributto^^r^in.'!!!^ Contribii- 

directive therapy 


Contrihf,,.^ » Vt Contribu- 

(-omnbmwm of Klein Cemribmiom of non- 


^ PROBLEMS IN CLASSIFYING 
PSYCHOPATHOLOGY IN 
ADULTS-19S 


Ptyehoneurotis, character 
neiirotit, and ptychosir 
symptoms and rccondary 
gams 


to 


SOME COMMON 

PSYCHONEUROTIC 

DISTURBANCES-20a 

roses Traimiaiic reactions 
grame Character disorders 


Convulsive 


x-onversion hysteria Ob- 
sessive-compulsive and pho- 
bic disturbances Organ neu- 
roses (psychophystological 
disorders) Anxiety neti- 
bebavtoral disorders xMi- 


ft 


major psychotic 
DISTURBANCES-253 

zamc bran, da,„a~, Patbo-ptycbotic 


The rchicophreniai Deprei- 
tr.-e md manic psychotc, 
reaction] <"- 


f2 psychopathology 

ASSOCIATED WITH 
AGING-3I7 


Kcprctcniame tomaiic brain 
P"holog,e, Prycbological 
"""'crime, of , equity 

T‘lnam,e comidaration, 



CONTENTS 


t3 


PSYCHOTHERAPY FOR Ahm and nature of tndi- 

AnniTQ '5^4 vidual psychotherapy 

AUULi:>-JJ4 Psychoanalysis and other 

psychotherapeutic approaches Common characteristics of diverse 
forms of psychotherapy Unique features of some psychotherapeutic 
approaches in-patient and out-patient treatment Group psycho- 
therapy 


SOME SCHOOLS OF 
” PSYCHOTHERAPY-358 


< Client-centered therapy^ 

The psychotherapy ofAIeyer 
Neo-psychoanalytic psycho- 
therapy 


iS 


SOMATIC METHODS OF 
TREATMENT-374 

coanaXysis 


The shock therapies Psy- 
chosurgery Hydrotherapy 
Utilization of drugs Nar- 
Effectiveness of somatic techniques 


PROBLEMS IN 

' ^ PSYCHODIAGNOSIS-394 


Description versus dynamics 
Psychological tests in diag- 
nosis 


n 


PROFESSIONS INVOLVED 
IN THE TREATMENT 
PROCESS-408 

atric nurse “Task activity” therapists 


The team approach The 
psychiatrist The psycho- 
analyst The clinical psy- 
chologist The psychiatric 
social worker The psychi- 
Spectal service therapists ^ 


/S' 


ABNORMAL BEHAVIOR 
AND SOCIETY-418 


Implications for society 
hnplicatiom for the individ- 
ual A positive program 


INDEX OF NAMES-431 


INDEX OF SUBJECTS-437 



*?(tt^aciuctoM. 


It HAS BCEN SAID that the highest study of man is man himself. 
Modern man is a particularly fascinating object for study. In many 
ways he is an eYtremely complex phenomenon and still something of an 
enigma. The study of modem abiwnml man is even more absorbing— 
for a number of reasons. In the ^xsc place, because he represents some 
e.xaggeration or caricature of normal man he often highlights more 
easily those aspects of everyday behavior which might othenvise be 
more difficult to understand. TTien again, because emotional tension has 
become a commonplace in this modem “age of anxiety,” most of us 
manifest some degree of abnormal behavior during certain stages of our 
lives. Moreover, we are likely to meet examples of abnormal behavior 
on any given day of the year and in almost any spot on the globe. 

These examples may not strike us as being particularly bizarre and they 
may not be the most extreme forms of abnormality that exist, but 
they are nevertheless indicative of all forms and degrees of so-called 
"abnormalities.” 

It has been estimated that about 50% of all general hospital patients 
suffer from some "significant fomi of psychiatric disturbance,” or, in 
other words, from severe emotional disabilities. About 8 to 10% of the 
population is admitted each year to special institutions for the study, 
care, and treatment of emotionally disturbed people. Even more 
significant, a much larger proportion of the population suffers emotional 
discomfort, shows anxiety, is inefficient or inhibited in work habits, or 
resorts to some form of antisocial behavior. It follows that all of us 
should know something of the causes and the forms of abnormal be- 
havior so that we may be better able to take a rational attitude toward 
it, so that we may help prevent its occurrence, and so that we may deal 
more intelligently with it. 

Abnormal behavior used to be regarded as the "skeleton in the closet.” 
Many people are still frightened by it But more and more of us are com- 
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ing to recognize it for what it is— an indication that something has gone 
amiss, in the individual or in his society, and a manifestation of entirely 
understandable processes which are not looked at with feelings of shame, 
disgust, or even ^ity. 

In the chapters that follow, we shall mean by abnormal behavior any 
disturbance in a person’s adjustment which causes him undue emotional 
upheaval (anxiet)', depression, unaccountable elation, apathy, for ex- 
ample), impairs his effectiveness as a human being (inability' to concen- 
trate or remember, lack of persistence or “drive,” or unusual difficult^’ in 
social situations), and produces symptoms (fear of heights, digestive up- 
sets, excessive fatigue, emotional headaches, delinquency', delusions, and 
the like). Although these phenomena may be present in normal adjust- 
ment, they are more likely to be a persistent part of abnormal patterns of 
behavior. In such cases they are likely to be present to an excessive de- 
propomon to the actual circumstances that apparently 
e icited them. Thus, according to our conception, abnormal behavior in- 
cludes a very' wide range of phenomena, the limits of which we shall at- 
tempt to spell out in Chapter One. 
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This volume, in contrast, attempts to present the major findings in the 
whole arena of human behavior, and especially in those areas of behavior 
that differ from the “norm ” It highlights those examples of human de- 
velopment that are of fundamental value in understanding many varieties 
of human reactions, but it does not pretend to cover all deviant phe- 
nomena nor to treat them u-irh equal emphasis. It attends seJecdvelv to 
those problems that are representative of the ways in which human de- 
velopment and behavior differ from the average. 

It is believed that such an approach to deviant behavior is as useful to 
the beginning student of abnormal psychology as it is to others who do 
not make this field their life work. For too long a time courses and te.xt- 
books in the field of abnormal psychology have been based on the im- 
plicit assumption that the learner will continue in this field of specializa- 
tion. The journalist, the lawyer, the artist, the teacher, the engineer, and 
the architect, for example, as well as the “psychologist,” should have an 
intelligent understanding of the major types of deviation in human be- 
havior. Introductory' courses and books for such groups might be more 
suitable if they were prepared with the orientation of a general educa- 
tional objective. 


SCOPE OF THIS BOOK Human behavior and devia- 

tions in such behavior are 
present from birth to death. Our plan of discussion is to introduce the 
reader to some basic concepts, illustrating these in examples of human re- 
actions, then to place these ideas in a historical perspective, to present a 
theory of the development of human behavior, and finally to treat central 
examples of deviant behavior as they are observed from infancy through 
old age. 

The presentation of the material in a developmental sequence is not 
simply a matter of arbitrary organization. We can understand more com- 
pletely the phenomena of the adult if we see the ways in which such be- 
havior developed out of prcT’ious stages. In many ways, the well defined 
and highly systematized forms of deviant behavior of the adult are crystal- 
lizations of what has gone before, accentuated by the development of the 
human organism and reinforced or modified by many learning experi- 
ences. The adult forms of “abnormal” behavior thus become more intel- 
ligible if they are understood in terms of the previous, and perhaps 
simpler, forms of somewhat similar behavior of the child. 

We may think of three dimensions that define the outer limits of the 
volume (a cube or similar solid) within which all varieties of human be- 
havior may be found. One of these is age. As the individual grows and 
develops his behavior changes. Another dimension is capacity'. Some in- 
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dmduak are highly intelligent whereas others are greativ inferior in 
nam e” intelligence. We shall be concerned with deviations in behavior 
attnbutable, at least in part, to such differences in abilitv. A third dimen- 
sion IS adequacy of “adjustment,” ranging from the so-called “normal” 
through the neurotic” and “pstxhoric" (or severelv disturbed) forms of 
behatior. We shall sample types of behavior that lie along these three 
tensions, selecting our major e.vamples in terms of either their (irrca- 
f®'- our understanding of deviant 
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THE VALUE OF A This volume contains ex- 

THEORY of personality tensive data about deviant 

behaT’ior, Although it is 
true that such “facts,” based on clinical obsen’ations and experimental 
studies, speak' for themselves, it is also true that an understanding of the 
“facts” requires some theoretical explanation. We may learn, for ex- 
ample, that certain individuals develop undue anxiety in situations that 
would be innocuous for most of us. To understand “how they got that 
way” usually means more than a study of personal histories. We need 
some tbeorv’ of personalit)' de^’elopmenr to account for our findings and 
to supply putative answers concerning what kinds of human beings or 
what kinds of experiences are involved in such developments. We need a 
theorj' to bridge the findings about different classes of individuals and to 
bring some degree of order into our way of interpreting observations. 
Theot^’ is also important if we are to make predictions about related 
classes of data or if we wish to extend our studies about causes of human 
maladjustment or about methods for producing favorable changes in be- 
havior. 

Granted we need a theory about personality development and mal- 
developmenr, it would not do to select just any theory. Some theories “ex- 
plain” more than others. Some theories arc more consistent tvifh riie ob- 
served data. Some theories offer a better basis for prediction than do 
others. And some theories may be more rigorous than others; that is, they 
are logically more convincing and more readily testable by scientific 
methods. Ideally, we should like to have a theory that best meets all of 
these criteria and that everyone could agree on as being the best possible 
choice. Unfortunately, in the field of human behavior there is no such 
theory. Instead, there are several theories of personality, or several ap- 
proaches to understanding human behavior, which have reasonably wide 
acceptance. In part, this means that each theory seems to have certain ad- 
vantages not shared by others, or that there are sev'eral U'a)’s of accounting 
for the kno^vn facts about behavior. With increasing kno^vJedge about 
human behavior it may be possible eventually to develop one theory that 
clearly meets the criteria noted above far better than any of the others. 

For the time being ^ve must recognize that whatever theory or combi- 
nation of theories we favor, we shall not be able to account for all the 
varieties of behavior. In acknowledgment of this state of affairs, we have 
attempted, wherever possible, to present the relevant facts about the de- 
viant conditions we discuss as objectively and as clearly as possible so 
that the student will be able to do his owm thinking about them. In addi- 
tion, we have summarized the most promising theories that have been 
offered to explain the facts. It would be unfair to the reader, however, if 
we left him at this point. It would be better, we believe, to indicate how 
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we, the authors, look at the phenomena in question and to relate this way 
of looking at the data to the underlying theory' we espouse. In this way 
ue hope to provide at least one consistent framework for an understand- 
ing of deviant behavior. If the explanation seems wanting to the reader 
he will wish to consider some alternate way of explaining the same data 
and he can then follow the leads to other theories that are summarized in 
the book. 


Alodem dynamic theory of personality-and the psychoanalytic ap- 
proach to behavior-seems to us more adequate than other explanations of 
the known facts of abnormal behavior. It appears to offer an inclusive 
and systematrc exposition. It views behavior from a genetic as well as a 
rfynamre viewpornt.; It is based on both extensive and intensive clinical 
tody of many individuals in many cultures. It emphasizes the role of 
Innke'dTf behavior, an emphasis that was largely over- 
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In this chapter we shall first consider the various concepts of “ab- 
normality.” We shall attempt ro clarify what is meant by “abnormal be- 
havior.” It will be shown that many forces interact so as to affect the 
adjustmental behavior of the individual. The most importanr of these 
factors will be introduced and detailed discussion will be presented 
in iater chapters. The magnitude of the problems posed by people 
who behave “differently” wll be indicated, and the fact that these are 
problems for society as a whole will be stressed. 

CONCEPTS OF "ABNORMAL BEHAVIOR” Our first concern will be 

to attempt to “sharpen” 

our ideas of what we mean when we say that a certain individual is an 
“abnormal person” or that he is "deviant.” It is probable that we have 
not thought about this concept to any great extent even though we 
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readily recognize “different” behavior. The concept of the “abnormar 
person may be approached in many ways. The first approach that t 
occur to us would be to attempt to distinguish benveen the “normaF and 
“abnormal" or “deviant” person in terms of the particular symptoms or 
“odd behavior” that the individual presents. For example, we find that one 
person has the “unhealthy” habit of peeping into bedroom windows. 
Another person mlstahenly believes that he has unlimited wealth-, another 
feels that people are spying upon him. Some persons talk to themselves or 
to persons having no real existence; others see people who are not real. 
We mi"ht discover that some other persons always feel that “something 
terrible” is about to happen to them and so feel verj' anxious most of the 
time. In the areas of sensory functioning, other disturbances of behavior 
may be readily seen. Some people, for example, continually suffer from 
severe headaches, some lose capacity' for physical sensations, others have 
sensort' disturbances— in such senses as those of vision, hearing, or taste— 
for which no physical causes can be found. These are syviptoim xvhich 
probably suggest to us immediately that a given person is more or less 
“disturbed.” We could say, according to this way of looking at the 
problem, that the “deviant" person is one who shows certain symptoms 
that accord with our definition of “abnormal,” Reflection upon our part 
would reveal that we would have to make quite an exhaustive listing of 
these possUilc sj'mptoms, however, and that sometimes the presence of a 
“symptom” would not establish the abnormalirv'. 

If wc thought about this problem a little longer it would probably also 
occur to us that ^ust about all people might show to some extent these 
same symptoms that wc called “abnormal”; we would have to be con- 
cerned about the intensity or duration of the symptoms in addition to 
their nature or quality. For these reasons this particular approach-that of 
listing symptoms— would tend to be unsatisfactorw 

A second way to approach the problem of differentiating the psy- 
chologically “disturbed” individual might be to consider the behavior of 
the person in relation to the particular culnire in which he lives. Wc would 
then \>c concerned primarily with whether or not the person behaved, 
aacd, or thought in the s.imc general manner as the other people in his par- 
ticular ailtural group. Uouever, it would be neccssarx' for us to accept 
the Iwhavior of the majority of a particular cultural group as being repre- 
sentative of the standard of normal licluvior within that group. If J person 
differed very markedly from this standard wc would then l>c likely to call 
him a divnirbcd or “deviant individual. Numerous studies have shown 
lunv cv er. that culnircs varv- markcdlv one from the other, and even within 
thnitsclvcv. This is particularly striking when wc snidv culmrcs that arc 
wulely renmved from that of our own in the United States. Our adturc 
difTcrs greatly from that €jf the Qiincsc, for cxatnple, A little further 
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thought would reveal, in addition, that if we studied various subgroups 
within the United States we would find vast differences among their 
culturally determined behaviors. The cultural standards and behavior, 
for example, of the people living in New York City differ widely from 
those of people living in vety small agricultural communities. In addition, 
the behavior and standards of the people living in a small agricultural com- 
munity in Indiana probably would vaty widely from the behavior and 
standards of a similar group of people in a community of the same size 
in the states of Kentucky, California, or New York. 

Let us look vety briefly at the characteristics of a few widely differing 
cultural groups. ^Ve will take as e.vamples the behavdor of indiv'iduals in 
two cultures that have been extensiv'ely studied. In one American Indian 
culture (that of the Zuni), the children are so reared by the parents that 
as adults they have no strong ambitions whatsoev'er. They show no emo- 
tional or physical violence, and find it very difficult to express any strong 
emotional feelings. In her book. Patterns of Cultnre, Benedict saysri “The 
ideal man to the Zuni is a person of dignity and affability who has never 
tried to assume leadership, and who has never called forth comment from 
his neighbors. Any conflict, even though all right is on his side, is held 
against him ... he avoids office. He may have it thrust upon him but he 
does not seek it. . . . Theft rarely occurs and is a private matter. Adultery 
is no crime, and the strain that arises from such an act is easily taken care 


of under their marriage agreements. 


Homicide, in the one case that is 


remembered, was settled quickly by payments benvecn the nvo families.^ 
Regarding emotional behavior, she states: “Just as . . . a man sinks his 
activities into those of a group end claims no personal authonty, so also 
he is never violent Whether it is anger or love or jealousy or grief, 

moderation is the first virtue-”^ u -u 

Now let us look (again according to Benedict’s studies) at another tribe 
-the Kwakiutl. In contrast to the absorption of the individual into the 
group as with the Zuni, Benedict points out that: The obl'M of = 
LakiutI enterprise was to show oneself superior to one s rivals This will 
to superiority is exhibited in the most uninhibited fashion. It found ex- 
pression in ulensored self-glorification -d ridicu e of ah comeis^ Judged 
by the standards of other cultures the speeches of their chiefs their pot- 

larehes are ^abashed megalomania.’’^ Most of their actinties were devoted 
latches are unaoasneu . . g honored ways this 

to gaming prestige, tit es P ■ prerogatives. Like- 

could be done was by killing the p responded 

wise, the Kwakiutl i er -motions which they recognized, from 

emotionally. The gamut of the emotions un / i, 

. Benedict, R., Pane™ ««rr. Boston: Honghton Mifflin, 1934, pp. 99-100. 

- Ibid., p. 106. 

3 Ibid., p. 190. 



4 NATURE AND EXTENT OF ABNORMAL BEHAVIOR 

triumph to shame, was magnified to its utmost proportions. Triumph was 
an uninhibited indulgence in delusions of grandeur, and shame a cause of 
death. 

With these brief accounts of these two different societies we can see that 
a Zuni would be very “abnormal” in the Kwakiutl culture, and in the same 
way a Kwakiutl would be very “abnormal” in the Zuni culture. They come 
from different worlds. 

Another example of the vast difference between cultures is frequently 
found in marriage customs. Among the Marquesans (a South Sea Island 
tribe) the wife is expected to have several husbands. The Mohammedan 
man, on the other hand, is expected to have several wives. 

We can thus see that the behavior of the individual person must be con- 
sidered in relation to the specific culture in which he happens to live. It is 
important that he should be evaluated in terms of his own particular back- 
ground. However, it is vet}' dangerous, as the above examples demonstrate, 
to attempt an over-all definition of “deviant” behavior in terms of a 
difference from a cultural average. Which cultural average is “normal”? 

A third approach in defining abnormal behavior is often made through 
what might be called a “siaristical” definition. We find a verj’ interesting 
result whenever we examine the distribution of human characteristics. If» 
for c.xamplc, xt c took all the people in the world and arranged them accord- 
ing to height we would find comparatively few people who ate extremely 
short, a great number of average or near average height, and a few of 
extremely great height. If wc plotted the number of people of each height 
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coTiiplex factors to which we shall have to give careful study in the light 
of many examples. 

We may consider this entire book as being an attempt at defining ab- 
normality. We cannot, for example, talk about an anxiety neurotic or a 
schhophrenic person in dynamic terms without implicitly differentiating 
such individuals from those xvho do not present any significant adjust- 
mental difficulties, or for that matter, differentiating them from each other 
or from individuals suffering from other disturbances. For these reasons 
our presentation of the scope and differentiation of “abnormal” behavior 
for the purposes of this text will be made at this point in general terms 
only. Throughout the text the differentiation will be made explicitly as the 
vanous aspects of total human behavior are considered. In general how 
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through which we must all pass in order to attain complete psychic 
maturity. We, therefore, are defining psychological disturbances in terms 
of incomplete or distorted psychological development and function within 
the personality. It is the purpose of this book to delineate these in detail, 
and to relate particular disturbances in functional processes within the 
personalitj^ to the various resultant constellations of behavior. Implied in 
such an approach is a basic theoiy*' of personality development, in terms 
of which the specific disturbances of personalitj’ functions may be under- 
stood. 

One common and naive concept of illness, from an old medical point of 
vieu’, relates a particular illness ro a disease process within a particular 
organ or system. An individual, for example, becomes ill and presents 
certain symptoms due to the facr rJiar the gall bladder, or perhaps a kid- 
ney or the appendix, is diseased. To cure the individual, the diseased organ 
then needs ro be treated. Such a concept of illness, however, is actually 
greatly oversimplified. It was mentioned earlier that the behavior of the 
individual was the result of interacrions benveen a number of external 
and internal forces. No single one of these completely determines be- 
havior, but behavior is the product of the totality of interactions. Behavior, 
therefore, is multi-determined, and is not as simple to understand as our 
more primitive concepts of illness would imply, A person does not act in 
a certain way because of the presence of any single factor— the behavior 
is the product of many interacting variables. 

In order to illustrate the complexity of the problem, some of the more 
common sources of “deviant” behavior will be discussed in the following 
sections. 

INTELLIGENCE AND DEVIANT BEHAVIOR We are all aware that in- 
dividuals differ from each 
other in regard to their intellectual potentialities. The total range of such 

abilities is V’ast it e.xtends from the low grade feebleminded individual 

who leads an almost purely vegetative existence to the brilliant genius of 
an Einstein. It is true that we do not as yet know precisely what de- 
termines the intellectual potential of the person, but A\'e do know that the 
intellectual functions of an individual are related to his total adjustive 
capacities. His total behavioral reactions are determined in part by his 
capacities for intellectual funcrioning. 

It is easy to understand that the feebleminded indi%ddual has great dif- 
ficulty in meeting the demands of daily life. For example, interpersonal 
relationships are difficult for him to form. Vocational problems constantly 
beset him. Yet it is not often that we realize that the individual at the other 
end of the intellectual scale-the extremely bright person or the - genius, 
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-also hK difficulties in making adequate adjustments. In some wavs his 
pcrcepnons of his surroundings are as different from those of the average 
person as are those of the mentally retarded individual. It is important that 
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sit quietly in his seat a3J day Jong. OccasionaJJ>’ he u’ouJd burst into periods 
of uncontrollable laughter and clap his hands together many times. He could 
not read, write, or perform any arirhmericaJ computations. The teacher 
would place the letters A, B, C, D, and E on the blackboard and drdl James 
on them. As long as the letters were in the proper sequence, he could repeat 
them correctly. If the sequence were changed, or started with any letter 
other than A, James became completely confused. He trouJd sic for hours 
with an open book in front of him, turning over the pages occasionally. He 
wore glasses, and frequently, as be “perused" his book, would remove them 
and carefully polish the lenses. 

A more serious case in which mental retardation complicated the in- 
dividual’s problems in adjustment is presented next. John’s limited intelli- 
gence was a directly contributing factor, although not the only one, to his 
very serious maladjustment. 

John was admitted to a mental hospital at the age of 38. The case history 
indicated that he was entered in school at the age of 6 years. At the age of 
14 he had only reached the fourth grade. All scjiool grades, of course, were 
repeated, and he had been “passed along” when he became too much of a 
problem in one grade. John left school at the age of 14. He was later, after 
a period of “sitting around,” drafted into the Army. While in service, he 
was placed in a special class. Very little academic progress was made, but 
John did eventually learn to write his name so that he could cash his pay 
checks. (Motivation for this was probably high.) For about two years W- 
lowing discharge, John stayed at home “because 1 wanted to rest up.” He 
then obtained a job as a plasterer’s helper and worked sporadically. He was 
then, following complaints, arrested for sodomy. He also started to drink 
heavily. John next obtained a position on a farm. He was referred to the 
police again when the farmer observed him attempting to have sexual rela- 
tionships with a pony mare. John said that he had been unsuccessful in 
several such attempts. He had engaged in such behavior because he had 
heard of “other men doing it,” and “I just wanted to try it.” He was then 
committed to the hospital. Psychodiagnostic evaluation indicated that he 
was functioning at a mentally defective level— that of a low grade moron. 

Arrested development. Sometimes individuals are bom with average 
or superior intellectual capadries, but later suffer from an injury or illness 
that severely impairs their original intellectual capacities. Instances of such 
arrested development would include individuals who suffered from various 
forms of physical brain damage, whether from accident, disease, or other 
cause, individuals developing severe metabolic disturbances, and others. 

Superior Intelligence Individuals of superior intelligence also have 
problems of adjustment which, curiously enough, are basically similar to 
those of the retarded group. They too have difficulty in “fitting in” with 
other people and with social institutions. They often become irritated by 
the actions of “slower” individuals, and their associative and thought proc- 
esses in general may be so unique that they become the targets of unwanted 
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attenrion. Life in general is geared inore or less to the capacities of the 
“average person,” and the individual at either extreme finds difficulty in 
making adjustment to the mean. The following case material illustrates 
some of the problems faced by the brilliant individual: 
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dividuals. Graham and Womak® found that such persons showed marked 
alterations in their emotional or mood reactions. They showed an increas- 
ing irritabilit)’, and usually suffered from severe feelings of apprehension 
and anxiety. It is of importance that these authors report that such be- 
havioral reactions could be reversed by raising the blood sugar level. 
Tcdstrom,” in his study of hj^poglycemic patients, found such disturbance 
as impairments of memorj’ functions, difficulties in speech, increased emo- 
rional irritabilit)', and listlessness and apathy. Many other investigations 
confirm the fact that such behavioral reactions are shown by individuals 
^vith lotvered blood sugar levels. 

Changes also occur in behavior when the blood sugar level is increased 
{byperglyce7)ua). Such a condition is found in individuals suffering from 
diabetic involvements. Such persons often show a high degree of irrita- 
bilic)% becoming angry with little provocation. They tend to have a low 
frustration tolerance level, being frustrated much more easily than “nor- 
mal’’ individuals. Mood swings are common, with depressive reactions 
frequently occurring. 

Bennett and Johannscn^ studied the psychodynamics of the diabetic 
child. Their findings illustrate the complexity of investigating behavioral 
reactions and serve to underline the fact that behavioral reactions arc multi- 
determined— not decermined by any one basic factor. These researchers 
found relationships bet^vcen the psychodynamics of the diabetic child and 
such factors as; (1) age; (2) length of time the diabetic condition has 
existed; (3) age of the child at the time the condition appeared; (4) 
recommended insulin dosage per unit of weight; (5) glucose content of 
the urine per unit of carbohydrate intake; (6) number of insulin reactions 
per unit of time; (7) parental belief in a philosophy of restricting children 
in general; (8) parental belief in a philosophy of restricting children in 
diabetic matters; (9) socio-economic status of the family; and (10) sex 
of the child. 

Physiological or structural changes resulting from infectious processes 
may also produce changes in behavioral reactions. One common example 
of this is that frequently shown following encephalitic involvements (dis- 
ease in the encephalon or the brain). Studies have been made of such 
sequelae, particularly as shown by children. Bender® reports that children 
suffering from chronic encephalitis as a group tend to show antisocial be- 

5 Graham, E. A., and Womak, N. A., “Application of surgery to hypoglycemic 
state due to tumors of the pancreas and other conditions,” Surg. Gytiec. Obstet., 
193), 56, 728-742. 

®Tedstrom, iM. K., “Hypoglycemia and hyperinsuhnism,” Am. Intern. Med., 1934, 

7, I013-102S. 

t Bennett, E. H., and Johannsen, D. E., “E^hodynatnics of the diabetic chdd,” 
Psychol. Alonog., 1954, 68, No. 382. 

8 Bender, L., “The Goodenough test in chronic encephalitis in children,” /. Nerv. 
Mentr Dis., 1940, 91, 277-286. 
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havior. They terf to be hostile and often may engage in socially tin- 
acceptoble acts. There is an e\-aggcration of aggressive e,\pressionC and 
behavioris eharaetenzed by overactivity, particularly in motor areas. They 
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poor conditions. Tlie mother, just prior to the time when Bob was seen, be- 
came ill with a tubercular infection, and it was necessary to place her in a 
hospital. The question then arose as to what plan could be worked out for 
Bob. A^'hen first seen. Bob could not read a single word, nor could he write 
his name. He could recognize the simple figures such as 1 through 10, but 
could not do even the simplest arithmetical computations. He was filthy, and 
was dressed in tattered rags. On individual intelligence tests he ranked at a 
defective level, but his performance upon projective tests^^ did not support 
such a conclusion. Investigation showed that he had entered school at the 
age of 6 years. He had, however, according to the histor}’ accumulated by 
the social worker, been permitted to remain there less than a week. He had 
been dismissed from school, as being a “mentally retarded” child. This 
dismissal from school was not done upon the basis of complete examination, 
but was probably determined to a great extent by his unkempt appearance 
and different ways of behaving. When he entered school, he had not had a 
haircut, was filthy, wore his hat in the school room, and did not fit in to 
the usual school pattern. Bob remained at “home” for the next ten years, 
seldom plaved with other children, and had little contact with individuals 
other than one or t'vo adults. The picture Bob presented was one of depriva- 
tion in all areas— social, psychological, and physical. Emotionally, as well as 
intellectually, Bob showed the effects of these deprivations. He v'as wim- 
drawn, and afraid of contacts with people. It was not surpnsing that his 
performance resembled that of a defective chUd-he was the product of h.s 
social environment. All individuals were seen by ^m as withholders 
persons who could hurt him and deny him things. He could not conceise 
of persons who wanted to help him. These behaviota reactions were he 
essential results of his particular niche in the cultural ftamework of the 
community. He had beei denied aU the usual experiences prouded or chd- 
dten, and^ad lived an extremely I"'' 

It is doubtful that, in fact, Bob was feebleminded, although he acted 
way. Essentially, he was a case of extreme social deprn ation. 

All of ns arc familiar with the problems faced by minority groups w*Wn 

often amtiates differing forms 


our culture. Alembership in such a group 


of behavior within the individual. The prime example ^Hiav ^ re ated 
to such group membership within out social struemre is he ad mtmental 
problem®fac=d by the Negro. Davidson and his 

wlZg! with W 
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uue CO tne race cnai t, Hass anxiety to get things done. 
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See Chapter Sixteen. . .. p S, and Sihcrman, “A pre- 
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ized and adaptive aaxiety might be that the possibilities for achievement 
for the Negroes in our society are definitely limited. The realization of 
tlus may result in a lowered level of aspiration in Nepo, as compared with 
white, persons of equivalent age and education. This is possibly not only 
reflected in the ethos of the urban Negro culture but also in the ori- 
entation of the Negro tou’ard specific tasks. Some Negroes make a more 
passive adaptation to their social environment, which prevents them from 
concentrating actively on problems. The lack of motivation may thus de- 
pend upon the particular cultural role that they are called upon to fulfill. 
This sen’es to illustrate the fact that group membership also may affect 
human behavior. 

An increasing body of research also indicates that the social class to 
which an individual belongs is of importance in determining his behavioral 
reactions. Personalit)’ characteristics are related to social class member- 
ship. For example, Auld'® has summarized the literature relating to the 
influence of social class membership on personalit)* test respoi^cs. He 
points out that the social conditions under which persons have access to 
fundamental biological and social goals are determined in many ways by 
a system of privilege. People in a communit}* are thought of as “society 
people”', “solid, respectable people”; “good people but nobodies”; “poor 
but honest”; and people who are “shiftless.” Auld, from his review of 
published research, concluded chat responses to personalit)’ tests differed 
according to the class membership of the individuals taking the tests. The 
middle and lower class persons differed in their responses to pcrsonalin' 
questionnaires and to such projective U’pes of tests as the Rorschach and 
Thematic Apperception tests.'® In e\er)' study that showed differences 
betsveen various social classes, Auld found that the middle class subjects 
achieved more favorable scores than the lower class subjects. 

Thus the particular social and cultural factors of the individual’s en- 
vironment may play a significant role in the determination of his behav- 
ioral reactions. 


MAGNITUDE OF THE PROBIEM Ic may be well to turn our 

attention now to a consid- 
eration of the extent of • mental illness." As a little reflection uill show 
the prcctsc number of disturbed individuals in our countrv is cxcecdinalv 
difficult-prohably impossible-to determine. We can, of bourse arrive at 
a verx- good approximation of tbe total number of persons hospiralized at 
any given time, but this does not include those persons who had been 

•^SccChipterSmccnfordiscuiiKmofthesemts. - 
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hospitalized and were discharged at the time of the study. It is impossible 
to determine how many “disturbed” people there are ^rho never get to 
hospitals, clinics, psychiatrists, or psychologists. 

First, let us consider the actual number of disturbed individuals in t-ari- 
ous types of institutions. These data are summarized in Table 1. 

TABLE 1 . Disttirbed individuals in institutions 


ClASStFlCATION 

YEAR 

NUMBER 


Prisons* 

1955 

172,729 


Juvenile institutions* * 

1950 

140,315 


Private schools for delinquents*** 

1947 

22,460 


Alenral hospiralst 

1951 

584,455 


Feebleminded institurionsrit 

1951 



Idiot 


1,999 


Imbecile 


3,426 


Moron 


3,302 


Unclassified 


738 


Total feebleminded 


9,465 


TOTAL PERSON’S HOSPCTALIZED 


929,424 



• U.S. Dept, of Justice, Bureau of Prisoner Starisrics, Table !, Bulletin No. 11, July 
1954. 

•• U.S. Bureau of Census, StatUtlcal Abstract of the VS., 19S4, p. 58. 

••• Ibid., p. 140. 

+ Ibid., p. 89. 

++ Ibid., p. 92. 

Table 1 is a composite of years 1947, 1950, 1951, and 1953. For our pur- 
poses, however, we shall consider the figures in the different years to be 
representative of any of these years. There were thus, at a winwnnn, 
929,424 disturbed individuals institutionalized. This figure, however, does 
not include other hospitalized individuals such as alcoholics, drug addicts, 
or others. 

The cost of maintaining our public mental hospitals alone is staggering. 
In 1952 the total viaintenance cost of caring for the persons in our mental 
institutions Avas §460,092,288. This does not include the cost of maintain- 
ing the feebleminded, prisoners, etc. 

New patients are admitted to mental hospitals at appalling rates. In 1952 
there were 104,372 persons admitted for the first time to such institutions. 
We should bear in mind that not all disturbed individuals are placed in 
hospitals, and many thousands arc readmitted for a second or third time 
and do not show in these admission figures. Malzbcrg” made a study of 
the length of time an individual remains in a mental institution once ad- 
mitted. His figures arc cited in Table 3. 

Malzbcrg, B., “A statistical snuly of parients in the Kew York civil state hospitals 
as of April, 1947,” I'syckiat. Qt/jrr, 1948, 21, 495-515. 
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TABIE 2. Le 7 igth of stay in nienid hospitals 


lESCm OF STAY 
Less than I year 
1-4 years 
5-14 years 
15-24 years 
15-15 years 
35-44 yeare 
0\er 45 years 

TOTTAL 


NTJAtBER 

PERCENT 

lf,4lS 

15.9 

20,460 

24.2 

27,634 

32.7 

«,451 

15.9 

6.338 

7.5 

2,440 

2.9 

785 

.9 

84.523 

100.0 


The magnitude of the problem is further underscored when we reflect 
upon the fact that one-half of all the hospital beds in the country ate 
occupied by “meutaby ii\” petrous. 

We have stressed the fact that the figures cited refer only to those in- 
dividuals who have been institurionafizcd. Cobb'® has estimated the inci- 
dence of other behavioral disturbances as follows: 


Psychoneutosis 

Alcoholism 

Scammcring 

Ep'jleps)' 

Neurological 


2 ^ 00,000 

l/SOO.OOO 

1.200.000 

650.000 

600.000 


There are, according to this esdmate, 6,550,000 individuals suffering from 
such "milder” reactions. This figure again probably is too low. These 
tremendous totals malce the problem one that staggers the imagination. 
It is too vast to be solved by one individual or even one segment of our 
societ)'. Rather, its tremendous scope demands the application of the united 
efforts of our total society’. 




problems dealt with in this chapter are treated in a more extensive fashion 
in subsequent chapters of thb booV. The reader tv ill find references suggested 
in each of these sections. A general review of the concept of disease from the 
viewpoint of psychology is to be found in: Matzolf, S. S., "The disease con- 
cept in psychology," Vsychol ReiK, 1947, 54, 211-221. Various aspects of the 
concept of adjustment are presented in: Shaffer, L. F., and Shoben E , T/^e 
Vsyckohgy of Adjustment, ^on: Houghton Mifflin, 1956. Analysis and 
definitions of concepts of deviant behavior as they are found in exceptional 
children arc given m. Scheidemann. N. V., PjvfhoJosy of Exceptional Chil- 
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DiSTURBro PERSONALITIES RFC 30 3gc-old phenomenon, but they have only 
been subjected to study in relatively recent^ years. Probably most, if not 
all, types of deviation in behavior that we kiiow about today existed in 
the earliest ages of man. From various sources we know that there 
were sporadic recognitions of the “insane” and of the mentally defective 
long before their “natural” causes were suspected. In primitive times, 
in some cultures, persons suffering from severe mental disorder were as 
likely to be killed as were those suffering from phs'sical disease. 
Occasionally, some isolated individual may have voiced some concern 
that the “insane” were not properly understood or not humanelv treated, 
but the general picture before the 19th ccntui^’ was a dark and dismal 
one indeed, insofar as such individuals were concerned. It was not until 
the latter part of that centuty that any kind of systematic study of the 
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field ^vas undertaken. Moreover, the development of the discipline that 
we now call abnormal ps),’cholog\’ or psjxhopacholoijy may be dated from 
about the birth of the present century. Although we have rapidly accumu- 
lated what appears to be a great deal of knowledge, we still know verj' 
little about the precise causes and most effective treatments for many con- 
ditions in this area. 

^ et some awareness of the past is imperative if we are to acquire a 
reasonably adequate perspective. We can then be more tolerant of the 
ambiguities and the uncharted areas; we can also be more modest in our 
convicnom that ate have arrived at a firm undeistanding of the many 
diverse phenomena; and we can, perhaps, become more receptive to new 
discoveries when they are forthcoming 
There b a stnking parallel benveen the historical movement in this 
area and the social htstor>- of man. It seems to require more than a genius 
or a brilliant scientist to produce some fundamental advance of knowledge 
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even in our own “enlightened” age, may be explained on the basis of ig- 
norance and the social atmosphere arising out of difficult living conditions. 

Thus, the first widespread attitude toward persons with severe emo- 
tional disturbances (the “insane”) was that these people were possessed 
of demons. Since this was purported to be the cause, the remedy was either 
to kill the person who was so possessed or to attempt to drive the “de- 
mons” out. In the latter case not only were all the rites of magic invoked 
but brutal corporal punishment was applied. Physical torture, for this was 
often involved, continued to be used for many centuries and may be said 
to have been the most prevalent “method” of treatment, at least through 
the middle of the I9th century. The so-called hospitals for the insane, 
which were an outgrowth of earlier attempts to isolate such individuals 
in prisons or dungeons or other places of custody, were, even through 
the I9th century, places where inhuman brutality or, under occasional 
“better” circumstances, neglect or indifference to simple physical needs 
was customary. 

With the rise of monotheistic societies the concept of cause (or eti- 
ology) underwent a change. “Insanity” was then thought to be a suffering 
imposed by God. For example, we find in Deuteronomy, “The Lord shall 
smite thee with madness . . More often during this period the insane 
were permitted to wander so long as they did not become a menace and 
molested no one. Increasingly the priests were expected to cast out the 
devil by means of incantations and other forms of religious metaphysics. 
Increasingly good clinical observations of the symptomatic manifestations 
of deranged individuals became available, but since the cause was attrib- 
uted to some deity the remedy was to appease this deity. There were, of 
course, differences among the several systems of monotheism. As illustra- 
tions, one might cite the Hindu belief in the transmigration of the soul, 
and the belief among ancient Hebrew's that “seizures” w'ere the result of 
being possessed by the soul of a murdered man looking for a place to 
rest. Some cultures looked upon seizures and other abnormalities of be- 
havior as signs of holiness. 

With the rise of the Greek culture and Hellenistic plulosophy great 
strides were taken in the systematic study of “mental” disorders and in 
their more humanitarian treatment. Many temples Averc available for treat- 
ment of these conditions by the priests. They used elaborate rituals and 
made considerable use, also, of pleasant phpical surroundings including 
gardens, good climate, and good food in the total effort at treatment. 
Gradually, there Avas some increasing differentiation of “physical” and 
“mental” illness, but CA’cn so many “mental” illnesses Avere not recognized 
as such. Cure depended, hoAvever, more on religious practices or occasion- 
ally on miracle than on truly rational methods. 

In the 5th century n.c. there arose for the first time the belief that 
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“mental illness” was a physically (somaticallv) based condition. Hera- 
clmis, and later Hippocrates, thought of such conditions as definitely be- 
lon^g to the field of medicine. Hippocrates was himself the product of 
Hellemc culture. He has often been called the “father of medicine” and 
medical discoveries were essentially unchallenged for many centuries. 
But his pronouncement on mental illness were often opposed and he was 
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In general, humane treatment was propounded by a few but was not 
adopted as a desideratum until well into the 19th century. 


THE PRE-MODERN PERIOD There were no really not- 

able advances in either the 
understanding or the treatment of “mental illness” until about 1800. The 
changes described in the previous section were slowly introduced, but 
were still regarded as innovations and were infrequently practiced. The 
pre-modern period, by which we mean the long interv'al between the fall 
of the Roman empire and the middle of the nineteenth century, was 
marked by the tendency, strongly implanted and difficult to modify, to 
regard deviants as social outcasts. Any mental abnormality was treated as 
a stigma and conditions for the vast majority of the “insane” were deplor- 
able. 

Before the Middle Ages, during that period, and even during the Ren- 
aissance, inhuman and brutal treatment was accorded the “insane,” often 
in the name of “Enlightened Reason,” as a means of driving out the devils 
or castigating the witches purportedly causing “madness.” We can now 
look back at these centuries and wonder who was really “mad.” It is true 
that asylums for the insane became available, first among the Moslems and 
later in Western Europe (probably beginning there at the turn of the 1 5th 
century), but for the most part, the knowledge that had been gathered 
from the time of Hippocrates was forgotten and humane attitudes were 
conspicuously absent. Often in the name of Christian theology the insane 
were abused because they were supposed to be possessed by witches. Al- 
bert Deutsch, in his fascinating book,® tells us that even the religious revo- 
lution known as the Reformation did not produce an abatement of these 
practices; 

On the contrary it had the effect of throwing added fuel on the witch- 
p^’res, as Protestant vied with Catholic in bringing the Devil’s agents to 
judgment. The belief in witches and demoniacal possession . . . was ac- 
cepted by scholars like Erasmus and Melanchthon. . . . Martin Luther, who 
was subject to all sons of fantastic hallucinations, became quite accustomed 
to having the Devil follow him around. 

According to this same author, more than 100,000 people (a conservative 
estimate) were executed as witches between the middle of the I5th cen- 
tury and the end of the I7th century, as prescribed in the Bible, “Thou 
shalt not suffer a witch to live” (Exodus xii: 18). The most eminent med- 
ical authorities of the time joined in this movement. The mania continued 

SDcutsch, A., The Mentally III in America. New York: Doublcday, Doran & Co., 
1937. 
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until witch hunting became a “lucrative profession” for many in all parts 
of Europe. Lunatics were flogged so that they might regain their reason. 

Durinv this same period various other “remedies” and “cures were 
suggested and tried. These ranged from the prescriptions inherited from 
the Hellenic period to new and astounding panaceas. Some of the latter 
included: the liver of a vulture drunk for nine days (for epilepsy) ; hurl- 
ing the most vile epithets and curses at the insane; crab’s eyes; powder 
made from dog’s lice; St.-]ohn’s-wort; three human skulls of unburied 
men, dried, pulverize^ and given in a liquid. On the other side of the 
picture were shrines and monasteries and spas, available more often for 
the wealthy than for the indigent. 

There were isolated instances where some little progress was made, 
mainly in adding to the clinical descriptions of various disturbed condi- 
rions and occasionally in some definite medical advance with respect to 
treatment. But improved understanding awaited the development of new 
technical procedures, including a wide variety of laboratory methods, and 
a social cUmate for which social revolution was often a primaiy^ prerequi- 
site. 


THE 19TH CENTURY: SOCIAL The French and the Ameri- 

REVOLUTION, TECHNOLOGICAL ADVANCE, can revolutions ushered in 
AND RATIONAL HUfAANlTARIANISM a period in which more re- 

spect for the dignity of the 
individual human being became an accepted public attitude. The trans- 
lation and application of this orientation to the treatment of the “insane” 
was, however, still a slow process. During the last part of the 18th cen- 
turj' and particularly during the early part of the 19th century, asylums 
for the insane became more widely available. In this country', for in- 
ttance, several important statc-swpported asylicfim were opened in Penn- 
sylvania (Friend’s), iMassachusetts (McLean Hospital), New York 
(Bloomingdalc), and Connecticut (Hartford Retreat) during the first 
quarter of the 19th century. But here, as elsewhere, treatment was 
harsh and often brutal. Even Benjamin Rush, usually regarded as the “fa- 
thcr of .American psychiatry," advocated coercive and harsh discipline as 
one of the mam tcoets of treatment, although he did introduce some 
methods that ttere less harsh than those formerly employed He in- 
cluded in his treatment methods, however, venesection, since he believed 
that insanity was an arterial disease, a “tranquilizer" or restraint chair to 
reduce the pulse rate, and a "gyrator” or board which could be rotated 
at high speed to induce rushing of the Wood to the head. Rush too he 
heved that It was necessary to break the patient’s will and hence some 
forms of restraint and severe disdplinc were often used. Yet compared 
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with the contemporary practice of his time, Rush’s orientation was hu- 
mane and rational. In this period, the forms of restraint, personal abuse, 
and physical punishment we have described in the previous sections were 
widely prevalent. 

It remained for Phillipe Pinel, in France, to introduce major reforms in 
the methods of caring for inmates of insane asylums. This he did when he 
was placed in charge of the hospital in Btcetre, during the French Revo- 
lution. Both at this hospital and later at Salpetriere, he introduced a num- 
ber of wide-sweeping innovations. The first of these, and one for which 
he subsequently became famous, was to remove the chains and other 
inhuman restraints in which patients in these hospitals had been placed. 
He believed that the patients were sick people and would profit from kind 
treatment and from more adequate understanding. He was also respon- 
sible for nvo other major innovations, both of them even more significant 
in their ot^er-all effects. He instituted the practice of taking case histories 
and keeping records of the behavior and verbalizations of patients, (Par- 
enthetically, the simple procedure of listening to patients, which subse- 
quently had to be learned all over again, made available a wealth of infor- 
mation with important consequences for the field of psychiatry.) He also 
thought it important to train the attendants who took care of the patients 
so that they might be more effective in management and more helpful 
in treatment. All of these changes met with opposition based on the 
irrational attitudes and beliefs that still lingered in the minds of his col- 
leagues and other contemporaries. 

Another important figure, destined to have a tremendous impact upon 
the methods of treatment, was a Massachusetts school teacher, whose in- 
fluence was felt around the world. Her name was Dorothea Dix. She had 
been horrified by what she had seen m the places where the “insane” poor 
were confined. She found that the majority of the insane who were poor 
received no public care at all, and that many of those who did were con- 
fined to jails and other public and private places in which they lived in 
“cages, closets, cellars, cells and pens , . By virtue of her petition to 
the legislature of Massachusetts she started a movement for the more 
proper care of the mentally ill which she catalyzed by her investigations 
and meetings with legislatures of many s^tes. She carried her work to 
Europe, principally to the British Isles, and had the same kind of influ- 
ence there. In the United States, largely as a result of her stimulus, state 
hospitals for the mentally ill increased in number. According to Albert 
Deutsch, the number of patients being given some care in these hospitals 
increased from 2,561 to 74,028 in half a century, a gain of 55% in the 
proponion of “insane” of the country who were in apparent need of and 
were receiving hospitalization. 

We now come to another one of those giants of science, a man who 
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had a tremendous influence upon the development of a descriptive psychia- 
try, Emil Kraepelin. Kraepelin*s ntain contribution was the introduction 
of a comprehensiv-e system of classification of “mental disease,” a nosology 
that was to become the basis of all psychiatric diagnosis. It remains today 
an integral part of more modem nosologies. We may remember thar in 
pnmitive times it was thought that certain dispositions svere the cause of 
mental aberration; the dispositions were enumerated by the Hindus as 
“wise goodness,” “impulsive passion,” and “blind ignorance.” Later Hip- 
pocrates basing his classification upon the “humois” of the body, grouped 
mental disturbances into nvo main categories; mania and melancholia. 
This grouping remained essentially unchanged until Pinel, on the basis of 
c^e and clinical histones, proposed a fourfold classification: mania, melan- 
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progress, was manifest in men much more frequently than in women, and 
was characterized by such major symptoms as defective speech, diminu- 
tion of control of the voluntary muscles of the arms and legs, gradually 
increasing paralysis, and Argyil-Robertson pupils. It generally culminated 
in death. The growth in knowledge of this disease is a fascinating story 
in itself. It was observed, on the basis of case histories, that the majority 
of patients had had a history of syphilitic infection. (We can now under- 
stand that the reason a 100% incidence of syphilitic infection was not 
obtained was that patients often do not furnish such information because 
they are themselves unaware of it, or conceal it, or are not asked about it.) 
Previously, on the basis of microscopic studies, it had been ascertained at 
post-mortems that in cases of general paresis there was an excessive gro\vth 
of cortical connective tissue. Clinical experimentation then demon- 
strated that paretics could not be infected with syphilis when they were 
injected tvith the syphilitic virus; they had therefore already had the in- 
fection and had recovered from that stage of it. Subsequently, laboratory 
studies of brain tissue, cerebrospinal fluid and the like pointed to the 
specific types of changes that occurred in such patients. Finally, the spe- 
cific organism, Treponevm pallidum, was discovered just after the turn 
of the 20th century and further steps could be taken to study preventive 
and curative methods. 

The 19th century was thus marked by a gradually increasing humani- 
tarian attitude toward the “mentally ill,” the rise of a movement to explain 
their condition on rational grounds, the increasing utilization of more 
adequate laboratory and scientific methods, and, finally, the acceptance 
of the somatogenic hypothesis as an underlying framework for further 
study. But startling new developments were in the offing. 


THE 20TH CENTURY: The opening of the 20th 

FIRST TWO DECADES century was marked by the 

revolution in psychiatric 
thinking fostered by the doctrines of Sigmund Freud. Freud’s conceptions 
constituted nothing less than a basically new way of unders^nding man’s 
behavior. It focused an intense interest on the area of the neuroses and 
psychoses which had previously been essentially neglected. It proposed 
the hypothesis that the way in which certain conflict situations in the 
individual’s life history were resolved, partially resolved or repressed, de- 
termined, within very wide limits, the personality characteristics and the 
eventual development of emotional disturbance or “disease.” This point 
of view is called psycbogeiiic hypothesis, but the richness and complexity 
of the phenomena that were to be explained by this viewpoint tvere to 
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tax the clinical, research, and theoretical resources of workers in this and 
related fields for many years to come. 

Freud* originally was a physician who was interested in neurology and 
who conducted many studies in this field during his early professional 
years. The work of a physician by the name of Charcot and his students 
at Salpetriere, of whom Janet was an outstanding example, interested 
Freud greatly. Freud went to France to study and became familiar with 
Charcot’s concepts and his methods. He was deeply impressed with the 
demonstrations of the reactions of hysterical patients. It was shown that 
the symptoms of th«e patients could be induced by suggestion (especially 
under hypnosis) and could similarly be induced to disappear under certain 
conditions. Moreover, the symptoms of hysterics M ere shown to be dif- 
ferent from those of other patients who had suffered an injury or disease 
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profit considerably by "feeding back” the situations that had been re- 
called under hypnosis. Thus, the concept of catharsis was more fully 
developed than had been the case previously. In brief, this was the con- 
cept that the recall of repressed and conflict-laden situations, including 
both the cognitive or ideational and the affective associations, would lead 
to a diminution or cessation of the symptom chat was itself the product 
of this inadequately resolved conflict situation. 

Freud soon found that hypnosis was not necessary to produce a cathar- 
sis. He extended the previous notion (which other workers had also con- 
ceived), of asking the patient questions and listening, to the concept of 
free associatioti. In this method, the patient is taught to verbalize every- 
thing that comes to mind, pleasant or unpleasant, with minimal or no 
conscious censoring of these thoughts and wishes. In the process the pa- 
tient gradually recovers lost and conflict-laden memories and with the 
psychotherapist’s help in understanding and working these through, a 
more effective adjustment is established. 

Thus was laid the foundation of what Freud was later to develop into 
a theory of psychoanalysis.’ Hypnosis was discarded as a major or neces- 
sary method. Concepts were developed to account for inability to recall 
unpleasant and conflictful situations.® From this beginning Freud evolved 
his conception of the ail-pervasive and powerful force of unconscious 
processes. Thus, starting with his interest in hysterical conditions in the 
latter part of the I9ch century, Freud was able to progress to the point 
where he had developed the rudimentary aspects of a theory of per- 
sonality and an explanation of neurosis as exemplified in his monumen- 
tal work Interpretation of Dreams, first published in 1900. 

From about 1900 to the date of his death in 1939, Freud continually 
added to, rejected, revised, and reintegrated the results of his clinical 
studies, raking into account the work of others not only in his own field 
but in related fields as well. During the first decade of the 20th century, 
Freud expounded his theory of unconscious motivation. After he had 
gotten well into his experience with self-analysis, a project which had 
never been completed by any man before, he developed his notion of the 
importance of sexual traumata in the development of neurosis. His theory 
of psychosexual development, which has been much misunderstood and 
bitterly maligned, may be said to be the first comprehensive personalit)' 
theory that was proposed. He later developed the concept of the central 
importance of anxiety, and still later of the defenses against anxiety, as 

7 We have not done justice to the many forerunners of Freud in psychiatry and 
psychology since our mam purpose is to delineate major trends. The reader who is 
m«rested in such developments may consult E. Jones, The Life and U'ork of Sig- 
vtund Freud, Vol. I. New York: Bas>c Books, 1953. 

8 These are the concepts of “repression.” They are discussed in Chapter Four. 
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crucial to an understanding of the problem of neurosis. He became aware 
of the phenomenon of transference in psychoanalytic treatment and ex- 
plained its theoretical basis.® As in bis original work on the meaning and 
significance of dteams, he proposed original explanations of “slips of the 
tongue,” of Sj’tnbolism and fantasy thinking, and the like. He proposed 
first the sexual instinct and later added the death instinct to explain the 
motivanonal basis of behavior. His increasingly penetrating conceptions 
about both penonahtj. theoiy and psychotherapeutic technique intmlved 
such Ideas as the nature of resistance and counter-transference in analysis, 
a topof aphy of the mind (unconscious, prcconscious, and consciL) 
and a stmeture of the personality (id, ego and superego). Freud's monu- 
mental discovert^ are today regarded as the basis of all dynamic psy- 
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in a -wild and savage-like condition. Itard applied methods he had been 
using with the deaf and dumb, emphasizing training through the senses 
-the “physiological method” as it is notv known. He met with little 
success in this case but stirred considerable interest in the problem. His 
work was followed up by Edward Seguin, who obtained gratifying re- 
sults with many mental defectives who were enabled to become useful 
members of societ)- although they usually had to function under sim- 
plified or supen'ised conditions. Seguin’s work in France stimulated 
similar efforts in other countries of Europe, particularly England, and 
Seguin himself migrated to the United States where he became a leader 
in educating state legislatures and the public to the problems of the men- 
tal defective and in promoting better methods for their education. 

In the latter part of the 19th century Dugdale’s book, The Jukes, ap- 
peared.^' This was a study by a layman of the social adaptions of hve 
generations of a family, many of whose members had criminal or anti- 
social records. He believed that this record showed that such phenomena 
as criminal acts, pauperism, unrestrained sexual behavior, mental de- 
ficiency and mental disease, were transmitted along family lines. Al- 
though he did vot conclude that this transmission was entirely or neces- 
sarily on an hereditary basis, this became the popular belief (another 
e-vample of the tendency of a societj' to **pro}ect" its inner biases and 
fears into the data that are available). The most important general im- 
pression that became prevalent was that feeblemindedness was proved by 
this study to be transmitted on an hereditary basis. The astonishing thing 
about this belief is that Dugdale stated that only owe out of the 709 sub- 
jects of the study had a certified record of feeblemindedness! 

A wide variety of misconceptions about mental deficiency was held 
by the public and by professional workers. Some of these were that 
mental deficiency is a disease; that delinquent and criminal behavior is 
a direct consequence of mental deficiency; that education is of no value 
in the training of the feebleminded; that mental defectives should be 
kept in prisons or pauper homes, etc. TIius, while some segregation of 
mental defectives was attempted (although most were “at large” in so- 
ciety), little provision was made for their special education and training. 

Differentiation in the segregation and treatment of mental defectives 
became apparent in the early part of the 20th century'. Institutions and 
special schools were established for their care and training. Much of this 
forward movement was made possible by the development of intelligence 
tests. Again, the beginnings of this technical achievement occurred in 
France. In 1904 Alfred Binet and Thomas Simon developed the now- 
famous individual intelligence test (known simply as the Binet-Simon 

11 Appendix, entitled “A Record and Study of the Relations of Crime, Pauperism 
and Dwease,” in 31st annual report of N.Y. Prison Assoc., 1875. 
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Test) in order to differentiate mental defectives from other children in 
the school population.'^ The test was translated and revised for use in 
many countries throughout the world. In this countrvs the most famous 
revisions were those by Goddard, Yerkes, Kuhlmann and Terman. (The 
most widely accepted individual intelligence test for children is the 
Teiman-Milcs or Revised Stanford-Binet Intelligence Scale.) These tests 
made the measurement and detection of feeblemindedness more accurate 
tmd their use stimulated important movements in educational planning. 
Over the years there gradually developed special institutions for the 
feebleminded and special classes for the feebleminded and for so-called 
borderline cases (I.Q. s somewhat above 70, which had become the arbi- 
trary cutting point for feeblemindedness). 
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The over-all effects of the ferment, however, were quite valuable. 
More and more accurate understanding of the concept of mental de- 
ficiency developed and more and more specialized provisions were 
secured for training mental defectives. Still other outcomes of all of this 
activity were to become evident, but we shall not attempt to review all 
of them in this brief summary. 

We must mention one other outstanding movement that had its in- 
ception in the early part of the 20th centuty— the mental hygiene move- 
ment. Its founder and guiding inspiration was Clifford Beers who in 1908 
published his classic autobiography, A AUtid That Found Itself.^* Beers 
was a Yale college graduate and businessman who developed the type 
of disturbance known as manic-depressive psychosis, for which he was 
hospitalized for three years. He suffered not only from his “disease” but 
also from the brutal, neglectful and ignorant treatment he received. Upon 
his recover)’ he launched the mental hygiene movement, not only to ex- 
pose and thus to help improve conditions in mental hospitals, but also 
to educate the public and to promote preventive measures to forestall 
the incubation of mental illness. His book served as a rallying point for 
psychiatrists, educators, and laymen. One year later, after a similar state 
society had been established in Connecticut, he helped organize the Na- 
tional Committee for Mental Hygiene. (The term “mental hygiene” had 
presumably been suggested by the eminent psychiatrist Adolf Meyer.) 
This movement spread throughout the world; in this country it led to a 
great variety of activities and to the establishment of many different types 
of state and local societies, whose functions were to raise funds, provide 
education and training, stimulate research, and provide demonstration 
clinics and conferences. Today, interest in mental hygiene has spread 
to all phases of society and its institutions. 

THE PERIOD OF THE FIRST WORLD WAR The developments we have 

described in the previous 
section continued during the next few decades, but the cataclysmic effect 
of World War I resulted in some new lines of discovery. It should be 
emphasized that neither in civilian life nor in the military setting did the 
psychoanalytic movement have widespread effects; medical practice was 
still similar to that at the time of Kraepelin with respect to psychiatric 
disturbances. 

Perhaps the most outstanding discovery during this period was that 
large numbers of people, some apparently quite healthy and others with 
more or less obvious psychiatric histories, were afflicted with the symp- 

14 Beers, C., A Mind That Found Itself. New York: Doubleday, Doran and Co.. 
1908. 
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toms of neurosis m the course of their military- careers. The fact that 
^ch conditions tvere so tvidespread was itself of profound significance. 
The condition could not be dismissed as manifesting itself in only a 
ver>- small fraction of the population. The problem could be seen be 
more than that of the circumscribed area of the psychoses or “insanities.” 
One of the new hypotheses that was offered to account for the break- 
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was one of those who revised his conception of the nature of human 
drives or instincts; he postulated the existence of a “death instinct” 
(Todestricb) to account for the xvidespread phenomenon of aggression 
in society and he suggested that the way in which this drive was “grati- 
fied” (or failed to be gratified) might account for much of the conflict 
in man or the conflict in societ)'. The problem of effective short-term 
treatment also gained considerable recognition as a result of this type 
of consideration of the phenomena obscrs'cd during the war. 


THE THIRD AND FOURTH DECADES From about 1920 to 1940 

OF THE 20TH CENTURY there was a period of inte- 

gration of the findings al- 
ready available from many sources, of new methodological advances, of 
increasing research activities, and of the development of new or modified 
theoretical approaches to the problem of mental disturbance. 

Discoveries in the field of medicine appeared rapidly. Utilizing new 
drugs and medicines, a number of workers revitalized the extant concep- 
tions of some types of mental “disease” and suggested new treatments. 
In the third decade of this century Alanfrcd Sakel, who had been treat- 
ing morphine addicts with insulin, developed the notion that insulin coma 
would be beneficial in the treatment of schizophrenics. He arrived at 
this belief when he observed that insulin coma in morphine addiction 
produced an improvement in mental condition. We now know what was 
then not known— that insulin can be used to regulate the sugar metabolism 
and that severe reduction in the blood sugar induces coma. Sakel utilized 
“insulin shock,” as it is called, to treat schizophrenics and reported spec- 
tacular results; he stated that 70% of his patients had been cured. Unfor- 
tunately, these results have not been confirmed, but insulin shock still 
remains as one of the methods of treatment of this condition, especially as 
the beginning part of the treatment. Meduna was another physician who 
introduced a new method of treatment. In his case, he tried the intra- 
venous injection of metrazol in schizophrenics. It is interesting to note 
that he based this method on the reasoning that epileptics rarely had 
schizophrenia and that therefore the induction of convulsive attacks 
by means of metrazol would be helpful in the treatment of schizophrenia. 
Again, the wild claims that were made for this method were not borne 
out by subsequent experience; indeed, it is ironical that metrazol shock 
is now believed to be more effective in manic-depressive conditions, al- 
though Meduna’s theory would offer no basis for understanding why 
this is so. During this same decade electroshock was introduced as a 
means of inducing convulsive reactions in order to treat psychotic pa- 
tients. The sponsors of this approach were Cerletti and Bini. This method. 
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in a variety of forms, some of which do not involve the induction of an 
actual commlsion, is in wide use toda>% and like the others is perhaps 
most effective in manic-depressive and depressive conditions. These three 
methods were not the only ones used; these and others, some in combina- 
tion, have been tried; even today there are occasional announcements of 
some new drug which, it is hoped, will work “wonders.”” 

In about 1920 a new method of psychotherapy was introduced in some 
hospitals where large numbers of patients had to be treated. This method, 
which came to be known as group therapy, involved various ways of 
treating numbers of patients at the same time in a single group situation. 
At times simple lectures on mental health problems were given. At other 
times, as in later work with children such as was done by Slavson, family- 
like situations were created for living and working tlirough emotional 
conflicts, also psychoanalysis or psychoanalytically oriented treatment 
was given to a small group with a single therapist leading the group and 
interpreting the behavior and verbalizations of the members. From its 
early application to psychotic patients in mental hospitals to its later 
application to psychoneurotic patients in non-hospital settings, this 
method has flourished and been a subject of considerable discussion and 
research. In recent years, the impetus of the group dynamics approach 
to the study of social behavior of “normals” has greatly accelerated the 
research on problems in this whole area. 

This brings us directly to the influence of sociological and anthropo- 
logical studies and their impact upon our understanding of abnormal be- 
havior. These disciplines were greatly influenced by psychoanalytic 
theory’ and in turn have influenced psychoanalytic concepts and psy- 
chological theory . First, there were studies of primitive and other divergent 
cultures, usually made to understand how different patterns of behavior 
became established under varying cultural conditions. Such workers 
as Mead, Malinowski, Benedict, Beaglehole, and Parsons contributed de- 
scriptions and analyses of behavior under differing sociological condi- 
tions. Later, the uniformities of behavior under different cultural con- 
ditions and the development of abnormalities under apparently similar 
conditions were studied. Moreover, increasingly collaborative programs 
especially during the past ten years, among sociologists, anthropologists, 
psycluatnsts, and psychologists have been undertaken. The frute of tuch 
labors are still to be assessed. 


Another development that reached important proportions in the fourth 
decade of thB century is psychosurgery, a surgical procedure in which 
or. more recently, brain functions are 
ablated.'- This approach to the treatment of mental ills, usually advocated 


** See Qjjpter Fifteen. 
'*Sec Chapter Fifteen. 
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for very severe and seemingly irrevcKible cases or conditions, resulted 
from the congruence of advances in sev'cral fields. Studies in physiologi- 
cal psycholog)’ and in neurophysiology, improved methods of surgery, 
studies on localization of brain function and the like led to attempts to 
improve the mental status of patients suffering from severe depression, 
severe agitation, and severe pain or anxiety by means of the removal of 
brain tissue. At first only those patients who were presumably afflicted 
with some organic condition were operated on, but later functional con- 
ditions were also treated in this manner. In Spain, Moniz practiced this 
method with some reported success. As more knowledge of the anatomy 
and function of the brain became available, surgical techniques were re- 
vised so that instead of destroying large areas of the brain, with possible 
impairment in mental and other functions of the patient, only separation 
of certain brain fibres or transection of specific brain tissue was accom- 
plished. Freeman has been a leader in one of these techniques, called 
trmsorbital leitcotomy, which became available in the last few years. 


WORLD WAR II AND Once again the impact of 

RECENT DEVELOPMENTS a war had far-reaching re- 

sults on the knowledge and 
methods of treatment for deviant individuals. Because of the lessons 
learned in World War I as well as in the intervening years, and because 
of the tremendous social implications of organizing and training a large 
and truly civilian army, leaders in the various professional fields were 
able to be more effective in stimulating the development of better meth- 
ods in connection with the army psychological and psychiatric program 
during World War IL 

The Adjutant General’s Department organized large research programs 
designed to investigate and produce methods for dealing with such 
diverse problems as screening, selection, placement on a selective basis, 
improvement of training procedures, communication problems, morale, 
and the like. In relation to our more specialized areas of interest, im- 
proved tests for measuring mental capacity and learning skill and for pre- 
dicting adaptation to specified areas of military duty were developed. A 
special program was developed for dealing with mentally retarded sol- 
diers. Similar programs were organized for other related purposes. 

One of the outstanding innovations in the work of the Neuropsy- 
chiatric Division of the Surgeon General’s Office was the utilization of a 
neuropsychfarric ream in army hospitals and other jnsraJJarions. This was 
based on the concept that more effective diagnosis and treatment could 
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in a variety* of forms, some of which do not involve the induction of an 
actual commlsion, is in wide use today, and like the others is perhaps 
most effective in manic-depressive and depressive conditions. These three 
methods were not the only ones used; these and others, some in combina- 
tion, have been tried; even today there are occasional announcements of 
some new drug which, it is hoped, will work “wonders.”»5 
In about 1920 a new method of psychotherapv was introduced in some 
hospimls where large numbers of patients had to be treated. This method, 
which came to be known as group therapy, involved various ways of 
^eating numbers of patients at the same time in a single group situation. 
At times simple lectures on mental health problems were given. At other 
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conflicts, also psychoanalysis or psychoanalyticallv oriented treatment 
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for very severe and seemingly irreversible cases or conditions, resulted 
from Che congruence of advances in several fields. Studies in physiologi- 
cal psychology and in neurophysiology, improved methods of surgery, 
studies on localization of brain (unction and the like led to attempts to 
improve the mental status of patients suffering from severe depression, 
severe agitation, and severe pain or anxiety by means of the removal of 
brain tissue. At first only those patients who were presumably afflicted 
with some organic condition were operated on, but later functional con- 
ditions were also treated in this manner. In Spain, Aloniz practiced this 
method with some reported success. As more knowledge of the anatomy 
and function of the brain became available, surgical techniques were re- 
vised so that instead of destroying large areas of the brain, with possible 
impairment in mental and ocher functions of the patient, only separation 
of certain brain fibres or transection of specific brain tissue was accom- 
plished. Freeman has been a leader in one of these techniques, called 
tratisorbitfll leucotoiny, which became available in the last few years. 


WORtO WAR W AND Once again the impact of 

RECENT DEVELOPMENTS a war had far-reaching re- 

sults on the knowledge and 
methods of crcatmenc for deviant individuals. Because of the lessons 
learned in World War I as well as in the intervening years, and because 
of the tremendous social implications of organizing and training a large 
and truly civilian army, leaders in the various professional fields were 
able to be more effective in stimulating the development of better meth- 
ods in connection with the army psychological and psychiatric program 
during World War JI. 

The Adjutant General’s Department oi^anized large research programs 
designed to investigate and produce methods for dealing with such 
diverse problems as screening, selection, placement on a selective basis, 
improvement of training procedures, communication problems, morale, 
and the like. In relation to our more specialized areas of interest, im- 
proved tests for measuring mental capacity and learning skill and for pre- 
dicting adaptation to specified areas of military duty were developed. A 
special program was developed for dealing with mentally retarded sol- 
diers. Similar programs were organized for other related purposes. 

One of the outstanding innovations in the work of the Neuropsy- 
chiatric Division of the Surgeon General’s Office was the utilization of a 
neuropsychiatric team in army hospitals and other insraJIacions. This was 
based on. the concept that more effective diagnosis and treatment could 
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be provided by a team of specialists in the psychiatric field, tvothmg to- 
gether and pooling their knowledge and skills. The team usually consisted 
of a psychiatrist, a clinical psj’chologisf, and a ps\'chiatric social \vorKer. 
Despite the need and the efforts of many, it took about three years, until 
1944^ in fact, to get this program well under way, and before the first 
officer was commissioned as a clinical psjxhologisL (Psy’chologists had 
previously been commissioned in other divisions of the army.) Psy- 
chiatric social workers had to wait almost another two years before they 
could be commissioned in their specialty, many such workers were part 
of the neuropsychiatric team but served in the noncommissioned ranks 
before this time. The concept of a neurops)’chjatric team was not pro- 
posed in the armv; it was borrowed from civilian practice where it had 
been tried out for a number of years, notably in child guidance clinics. 

The army medical program introduced a number of new treatment 
methods. Among these, a notable development was the use of varcosyn- 
thesis, a method in uhlch the patient is placed in a narcoleptic condi- 
tion by some drug, such as sodium amytal, in order to enable the therapist 
to secure, by questioning, information from him pertaining to the inci- 
dent or situation that brought on the psychiatric disturbance. The patient 
could then be helped to relive the trauma and work it through, and often 
rapid recovery was thus made possible. Thus, the use of drugs displaced 
the older method of hypnosis, making possible more economical and 
more efficient diagnosis and treatment when other methods were not 
feasible. 


THE POSTWAR YEARS The most recent develop- 

ments are too close to us 
at this time for proper evaluation. Above all else, one might note that 
the field is in an aaive state of healthy growth. Research, especially 
collaborative research among several related disciplines, has increased in 
perhaps a geometric ratio. Intensive clinical studies of the so-called ego 
fimethns are being published and are causing re-evaluation of basic 
concepts and of psychotherapeutic techniques. Some new schools have 
assumed a more prominent place within the psjxhoanalytic movement. 
One of these, the ’Washington School, which owes much of its basic 
conceptual framework to Sullu-an, has focused attention upon the im- 
portance of the pattern of interpersonal relationships under given cul- 
tural conditions and has directed its therapeutic efforts to methods of 
undemanding and modifying interpersonal relationships particularlv in 
schizophrenic patients. ThU type of stimulation to clinical research and 
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methodology has resulted in much more optimistic prognoses for schizo- 
phrenic patients and has helped to shorten psychoanalytic treatment for 
neurotics. Flanders Dunbar has been another of the leadeis in recent 
years; she has been concerned with the so-called psychosomatic disorders, 
the wide variet)’- of disturbances in functions of organs of the body on 
a functional basis.^^ The development of psychosomatic medicine, to 
which Alexander, Weiss, and many others have contributed research and 
clinical findings, has greatly influenced the practice of general medicine 
as n'cll as psychotherapy. 

The classification or nosology of psychiatric disorders is coming under 
closer scrutiny and revision. Based on the newer dynamic orientations 
of psychiatry and clinical psychology, various attempts are being made 
to establish a more adequate basis for classification. Workers in the field 
now tend to think and speak in terms of reaction patterns rather than in 
the more conventional terms of mental disease. Nosological groups arc 
being modified, combined, reduced, and eliminated as more kno^v’Jedge 
becomes available. Research psychologists arc contributing significantly 
to this development. Among these, R. B. Cattell and H. J. Eysenck (the 
latter in England) are using a relatively modern statistical method, factor 
analysis, in studying basic personality variables and in isolating more pure 
psychological and psychiatric syndromes. 

Research work is going on apace m many other fields, some con- 
tributing indirectly but importantly to the general area of abnormal 
psychology. A very active area is that concerned with the psychology' 
of perception, since the way a person perceives depends in large degree 
upon personality factors in the individual. Thus, an old concept of 
Freud’s, the nature of projection, is being broadened and studied more 
systematically. Another activ'e research front is centered on the psycho- 
therapeutic process and on its outcome- Most disciplines interested in 
the emotionally disturbed are contributing to this effort, but Carl R. 
Rogers, a clinical psychologist, has perhaps done more to stimulate work 
in this domain and has contributed more organized research than any 
other ^vorker. As a result of this emphasis, exact recordings of psycho- 
therapeutic interviews, and even sound motion picture recordings, have 
become part of the equipment of the research worker. Still another re- 
cent development, having its origin many years back however, is the 
psychiatric study of infants and very young children, especially infants 
suffering from psychiatric and psychological difficulties. R. Spitz is an 
outstanding example of psychoanalytic researchers in this area, and he has 
already made important contributions to our understanding of presump- 
tive causes and treatment methods. Perhaps the mosr recent trend in rc- 

ir See Chapter Ten. 
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I search is the sociological study of hospitals and communities with a 
view to determining the way in w'hich sociological factors contribute to 
breakdown and improvement in mental health. 

Newer psychodiagnostic vKthods'> are also having a profound influence 
m this field. Projeahe tens have been in use in this country for some 
thirty years, but m the past decade vigorous research has sought to 
evaluate the limitations and seines of such methods and has sought to 
provide leads for more improved methods of measurement and evalua- 
tion. Ob, ecuve tests for diagnostic purposes are also being developed 
and are being based on more adequate research and more sophisticated 
appreciation of the subtleties of psychiatric conditions. 
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tutbances are coming to be regarded as'"" severe and minor dis- 
tribution of stigma to the individual who"fe^? pbenomena, and the at- 
ing rapidly. If M e recognize the fact that ^ ill is decreas- 

stages of knoMledge of the causes, eon« aTd ”7"'^ 
distutbanees. Me may be more able to an^ outcomes of emotional 
been done, how much more remains to b? , " b“ already 

be to integrate new findings and revise som""’ f we must 

notions, no matter ho«- cfrit-r. •_ . our presenr 


notions, no matter how satisfying thev „„ cherished 

dignity of man implies also rLect for h ^l™"' ^r the 

improve his understanding of hitnse,f and“t “"'™bcd capacity to 
treating his less fortunate fellosv men. ° improve his methods of 

Sec Qupter Sixteen. 
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A verj' complere overview of the history of psychiatric conceptions and treat- 
ment methods will be found in: 2ilboorg, G., and Henry, G. W., A History 
of Medical Psychology, New York: Norton, 1941. Albert Deutsch presents a 
scholarly study of the historj' of mental illness in the United States, looking 
at the material from a social-historical vieu'point, in his book: The Mentally 
III in America, New York: Doubleday, Doran & Co., 1937. Another report 
which emphasizes certain statistical aspects of the problem is the volume: 
Landis, C., and Page, J. D., Aiodem Society and Mental Disease, New York; 
Farrar and Rinehart, 1938. Cobb discusses v'arious problems in the care and 
treatment of psychiatric conditions, offering much evidence of its prevalence 
and significance, in the book: Cobb, S., Borderlands of Psychiatry, Cambridge: 
Har\’ard University Press, 1948. 

Discussion of special historical aspects of the problem may be found in the 
following books and articles: 

On mental deficiency and intelligence tests— Peterson, J., Early Concep- 
tions and Tests of Intelligence. New York: World Book Co., 1925. 

On the history of theory in psychoanalysis— Thompson, C., Psychoanalysis: 

Evolution atid Development. New York: Hermitage House, 1950. 

On the neuropsychiatric tea.m— Hutt, M. L., Menninger, and O’Keefe, 
D., “The neuropsychiatric team in the U.S. Army,” Mental Hygiene, 1947, 
31, 103-119. 

On experiences of clinical psychologists in world ^VAR n— Hutt, M. L., 
“What did clinical psychologists learn from the war?” Annals, N.Y. Acad- 
emy of Science, 1948, 49, 907-912. 

On A comprehensive sociological study of a psychiatric hospital— Stanton, 
A. H., and Schwartz, M. S., The Mental Hospital New York; Basic Books, 
1954. 
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In this chapter aye shall be concerned with the complexities of the 
psA’chodvnamic processes that underlie human behavior. We shall first 
consider bricfiv the general developmental processes. The patterned 
unity of the human being in regard to all behavior will be stressed. Next 
\\ c shall deal n ith concepts of psychic cnergv and homeostasis. Atten- 
tion M ill be given to the “structure” of the personality and the various 
levels of mental life. The theories underlying the phenomena of psychic 
conflicts and the nature of anxiety nill be discussed next. Finally, the 
chapter tvill close A\ith a discussion of the nature and formation of 
“symptoms.” 

GENERAl DEVEIOPMENTAI All of us have "grown 

CONSIDERATIONS up.” But this process of 

“growing up” is a matter 

that u e probably have never seriously considered. If we obser\’e the peo- 
ple around us u c can readily sec that grow th phenomena occur in a large 
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number of human functions, both physical and mental. Growth in physi- 
cal functions is readily observed. A good example is an infant’s develop- 
ment in the ability to walk. We are all familiar with the progressions 
made by the child from first being able to get about on “all fours,” next 
to crawl, to stand upright, to take a few tottering steps, then finally to 
be able to move at will in an agile manner. A more appropriate name 
for this particular type of grow'th process is viatiiratxon. 

Through the mechanisms of heredity each person receives the poten- 
tialities for various characteristics from the parents. Examples of these 
Avould be such bodily characteristics as color of hair or color of eyes. 
However, in addition to such specific physical conditions as these, other 
potentialities are inherent within the organism that are not immediately 
evident at birth. For example, the newborn child cannot talk, walk or 
exercise adult sexual functions, yet these potentialities are already pres- 
ent within him. They are latent, and later, at the appropriate time, will 
gradually come to fruition and be exercised. This process of develop- 
ment or unfolding is implied when we speak of the maturation of a par- 
ticular function. Both physical and psychological characteristics are sub- 
ject to the maturacional process. 

The maturacional process, of course, even though inherent within the 
person, can be greatly influenced by either internal or external environ- 
mental conditions. Grossly, the outside environment can either accelerate 
or retard the maturational process. Afaturacion of the sexual function, for 
example, may be greatly accelerated in warmer climates. Nutritional 
deficiencies can greatly impair and retard physical maturation. The 
maturational process, therefore, should be regarded as an interaction of 
biologically inherent potential characteristics within the individual at 
birth and the effects of the postnatal internal and external environmental 
condicions- 

Learning awaits the appropriate maturational level. We cannot teach 
a newborn child, for example, to walk, to speak, to read, to climb, or to 
engage in any fine, coordinated muscular activity. The particular func- 
tions involved must reach the appropriate maturational level before these 
activities can be learned. 

There have been many experiments concerned with the maturational 
process. Some of these were done on identical twins. In a study by Afc- 
Graw, one twin was given a great deal of training in climbing, while the 
other was not given such practice.^ The one given the training could 
climb better than the other, yet at a later date when the latter twin was 
given opportunity to climb, his rate of learning was rapid and he soon 
approached the level of the twin given the practice. Alaturarion was 

1 McGraw, M. B.. Growth: A Study of Johnny and Jinwiy. Ne%v York: Appleton- 
Century, 193S. 
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more important than practice for this task, enabling the “un-practiccd” 
twin to master it in a short period of time when he was ready for it. 

Poulsen^ conducted an interesting experiment with newborn chicks. 
They were kept in darkness for four days. When they were placed in the 
light, they pecked at all sorts of objects. However, after a time interval 
of only four hours of such random pecking activity, they then pecked 
only at food. ^ ^ 

Many other experiments indicate that restriction of activity of an in- 
dividual does not necessarily inhibit the matnrational process and the 
tore exercise of the inhibited activity. An c.xample of such a study is 
Denms experiment with Hopi children.^ Immediately following birth 
the Hopi child IS bound to a board. There is very little possible tnove- 
ment of either the arms or legs. Dennis compared the average age of 

Ten trefn t, « “'her Hopi chil- 

dren treated the same as white children. He found no significant differ- 
ent m the age at which each group started to walk 

lotoMn thisZT“" 

ofVcJolfgLu^lTLTA':^ 

tion of emotional responses. It has been found th r ^ matura- 

liidrer:le'rofs^^^ 

only be explained as results of the maturationalVtoceTs^™'''' 

In a similar manner maturation or nrowth 
cal functions. It may be conceived of basicallv P"y‘''’°'°g‘- 

Is interaction of latent inherent charactofe 
tjons. By developing an appreciation of thrvarta„rr°""’'i"‘°', 
these interaction processes we j nous factors involved in 

haviot. We may tLnTe able m apHr.hT"" 1™^'= *>- 

and treatment of erotioVal ™ '=^P'“«''>" 

attention to the maturation of the personality stnictnres"’’ 

INTEGRATION OF THE PERSON n 

iTcguently in the literature 
we find articles that distinguish bettveen th. nh behavior 

=.P™.w„, H., P''>-“' -d mental disabili- 

--eetivc ac- 
- Hopi 
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ties of a person. Often there is an attempt at separate consideration of 
“body and mind.” Disabilities centering in physical functions are referred 
to as “organic disabilities,” and disabilities centering in mental functions 
are called “functional disabilities.” In every’ instance of human behavior 
the action undertaken by the person is always an action by a total person, 
and every reaction of the individual is always a total reaction of a single 
organism. Mind and body have no separate existence, and we cannot 
really distinguish between the two, although we sometimes attempt to do 
so for convenience of study. When a person is “mentally disturbed” it is 
the total person who is “disturbed” — it is a “total-person-disturbedness. 
As Cobb“ points out, the division between body and mind cannot be de- 
fended on scientific, philosophical, or any other grounds. All illness, dis- 
ease, or disturbance of behavior, regardless of kind, is at the same time one 
of both body and mind. 

Within the 20th century there has been a marked emphasis on what are 
called “psychosomatic illnesses.” These are illnesses with specific bodily 
disturbances, felt to be attributable to psychological factors. Examples of 
“illnesses" that may sometimes be psychosomatic are ulcers, high blood 
pressure, allergies, and some heart conditions. These psychosomatic ill- 
nesses furnish us with many additional examples of the unitary character 
of the person and stress the fact that at all times it is the total persoti who 
reacts and not just the mind or the body.® 


PSYCHIC ENERGY AND It has been hypothesized, 

PSYCHO-ECONOMICS according to psychoanaly- 

tic theory, that each indi- 
vidual has at his disposal a store of mental energy. Although it is not 
possible to measure precisely and directly the particular amount of this 
energy present, the presence of such energy is demonstrated by the be- 
havior of the individual. The precise quantitative measurement of psychic 
energy is not a vital requirement of the theory, however. The source of 
the psychic energy lies in the various physio-chem.cal reactions originat- 
ing Vithin the ™ious body cells. Life itself is a process of interacting 

energies, terminated only by death. 

Individuals may utilize their available psychic energy potential in an infi- 
nite number of different ways. One person for example, may d v°«i te * 
to continual study and exploration of scientific pathways, -""*=^ 02 
devote his time to the pursuit of artistic creation. There are essentially 

»C„bb, S.. -Persona, ..V as affected 
Befcjt*. Di, orders (]. McV. Hunt. ed.). \ o'. 

’"■Psyciiosomatic disturbances will be docussed in detail in Chapter Ten. 
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two broad wavs in which mental energy may be consumed. In the first, 
the energy may be invested in objects that He outside the individual. One 
may take pleasure in his work, in other people, or m any object. Such an 
outward attachment of energj’ is technically known as object cathexis. 
The second broad way of utilizing the energy potential is to direct it 
inward upon the self. The individual who does this to an inordinate de- 
gree has an excessive amount of self-love— he is said to be narcissistic. 
Usually ue spend our energy in both ways, directing it both inwardly 
and outwardly, but with the greater amount probably being devoted to 
relationships outside the self. 

The charge of energj’ which, as pointed out, is derived from a somato- 
genic basis and may be invested in any process is called a cathexis. Ob- 
jects may thus be described as “highly cathected” or “poorly cathected” 
depending upon the intensity’ of the charge or upon the value placed 
upon them by the individual. The self may be similarly cathected. Freud 
has likened the available store of |>s\'chic energy to an army. It is finite in 
size, and is mobile. It may be moved around and employed for many 
different purposes at the same time. 


Sexual energ^’-understanding “sexual" in its broadest possible connota- 
tions-is a special form of psychic energy (see Chapter Four). It has been 
given a special name, and is referred to as libido, it does not differ gen- 

en.rlJd""’ 'a"'®'’ available 

energy directed toward sexual gratifications. 

1 7*’' available to an individual is relatively fixed. This 

Icomc, prindpte which Freud' has called psyebo- 

moneT th > I’ “ 

SlOO 00 and s7nTe7-7n r' ways. If xve have 

spend for othe 5^5 °“ available to 

T": . The same holds true for our psx-chic enerny 

We U 7 7 "P- *=’^?elf, then 7^ 

left to devote to selfdove 717 . 

wavs. Often the available « may be used up in many different 

attimptinn CO PT'’’'^ be consumed in 

indiv, duaf complains If fe7 ’"“"I ‘he 

not work har7enou„h 7 '7 " 7 

u.ilbedindca,ing7“?h7;7:7m7prieL7'^^ is 

A g™ gnantity „r p,vchic energy may th. he spent in only one way 
'"Tro- ■” e-onection xMth the psychonenroses in Chap- 
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at any one time. It is possible, however, to rearrange (through psycho- 
therapy or learning, for example) the ways in which it is spent— to reallo- 
cate the budget, as it were. Unfortunately, the process by which this may 
be accomplished is exceedingly complex and difficult. 

As Fenichel points out, the concept of mental energy is useful in ex- 
plaining behavior and in helping us to modify behavior in desirable direc- 
tions. He also states:^ 

The concept of a “quantit}'” of mental energy is exactly as justifiable or 
unjustifiable as the introduction of other scientific working concepts that 
have proved practical. It is regrettable that this quantity cannot be meas- 
ured directly; it may be measured indirectly by its physiological manifesta- 
tions. 


the homeostatic principle Physiologists have been 

concerned with the various 
regulatory mechanisms of the body for a considerable period of time. As 
early as 1859 Claude Bernard published his important research in this 
area. He described the internal environment of jiving cells, and pointed 
out that the body made incessant efforts to remain constant despite the 
constantly changing external and environmental forces. It soon became 
evident that the physiological processes of the organism tended to com- 
pensate for any changes in the steady states of the organism caused by 
external or internal stimuli. This point of view was culminated m the 
formulation of the principle of hovieostasis by VV. B. Cannon. He de- 
scribed the self-regulating physiologic processes of individual tissues, or- 
gans, and organ systems. It was clearly evident to him that the organism 
tended to maintain its natural organic states. He dealt with physiological 
conditions, with inherent conditions, not those that were acquire . o 
meostasis, in Cannon’s formulation, referred to compensatory reactions 
undertaken by the organism after the disturbing stimulus situations came 
about. This tendency is presumed to be innate within the organism, an 
is a function of the autonomic nervous system. Behavior, accor mg o 
Cannon, is either directed toward getting rid of disturbing stJnmli 
toward prolonging or reviving agreeable stimulation, omeos 
seen as referring to the first of these nvo possible behavioral . 

More recent work by Richter*' has substantiated these 
potheses. Of great importance is his finding that e\ en m len p 

physiologic regulators of the body are experimentally removed, the or- 

» Fenichel, O.. Psychoaniilytic Theory ^ 

>0 Cannon, W. B.. The Wisdom of the Body. Nw \ork. 1942, 

» Richter,’ D. C..’ “Biology of to H^eyLecs: 

4. 451; “Total self regulatory functions m animals and human ocing , 

1945,38, 63. 
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ganism will maintain homeostasis by changes in the behavior of the total 
organism. The homeostatic tendency is thus a function of the entire or- 
ganism. One of his findings will ser\'e to illustrate this point. An animal 
living in a region deficient in salt will migrate to a salt lick to obtain 
more, or cut down on salt loss in its urine, through increased activity of 
the adrenal cortex. An animal whose fodder contains too high a salt con- 
tent will decrease its total food concent, increase its excretion of salt by 
drinking large amounts of water, or show a decrease of activity in the 
adrenal cortex with a resulting increase of loss of salt in the urine. Law- 
rence Kubiei 2 has an excellent discussion of this process in his article 
Instincts and homeostasis.” 

The tendency of the organism is thus to strive continually to preseW-e 
IG status quo ; this has been clearly demonstrated insofar as physiologi- 
iLr’l “"“"-'d-.Ag™, as the above cited reseatch-clearly 

or Oman It"' “nd "Ot that of a single fragment 

or organ. It g not surpmmg therefore that we find applications of the 
homeostatic principle to psj.hological functions. As Fenic^ poinG 

basic function of the living organism manifestations of the same 

side world or from the . 'h' 

or secretory- discharge, brining about teTaxation.''”^ 

i Jtawn;®thu li^n” Sirr ^ 
constant Uvel.!i^ Z rtht i mT;-'‘‘”;’ 

patatlvely pleasurable state. Howevw" if for’s*' individual is in a com- 
intcmal or external stimulus, the tension level 

vidual reacts in such a manner as to reci i. ^ 'hen the indi- 

thc organism are therefore constantly d"re Activities of 

stimuli that increase tension states within the "f 

pottant to note, is not to elimi™;a“nZr"’' 
tcasion M hich is characteristic for the oarr' ^ “ preserve the level of 
As used in psycholoov the home organism, 

broader meaning than that originally impUed"ta*’th ’“‘I'''- T 
cations of the concept. It is concerned with th P'lyaioiogical appli- 
nf the individuLhoth the dZ 

.-k-,1- 1 .. complete condition of balance 
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Rather there is an instability to which the organism reacts by striving to 
return to the original condition. It reaches an “almost achieved” state, 
when there is a further imbalance with corresponding regulatory reac- 
tions. This leads to still further imbalance. The homeostatic reaction 
therefore should be conceived as a continual striving for maintenance of 
the optimum tension level within the individual. It is a tendenty— a direc- 
tion, never an actually achieved goal. A perfectly stationaiy' condition 
cannot be achieved during the life of the organism, either from physio- 
logical or psychological standpoints. 

AIa 2 e has emphasized some important points in regard to our concept 
of homeostasis.^* He stresses the complexity of the process, and deplores 
the fact that too often we refer only to the steadiness or restorative as- 
pects. He feels that we do not remember that homeostasis is not the cause 
of balance in various physiological or psychological functions, but is the 
effect of various specific processes. The concept should not excuse us 
from investigating the interaction and nature of such specific processes 
that lead to a homeostatic state. 


"STRUCTURE"i5 OF THE PERSONALITY VVe have previously dis- 
cussed the unitary nature 
of the human organism, and devoted attention to a discussion of the in- 
tegration and maturation of human behavior. It is appropriate that at this 
point we should be concerned with hypotheses relative to the “structure” 
of the personality. We may ask: “What are the major component 'parts' 
of the personality of the human being, and how are these inter-related=” 

There are three distinct aspects of the personality. These various 
“parts” were named by Freud. They are: (l) the id; (2) the ego; (3) 
the superego. It is very important that we bear in mind that these three 
“portions” of the personality are not to be thought of as entities in them- 
selves, or as separately functioning mechanisms. They are dependent upon 
each other, completely inter-related, yet each at the same time has certain 
definite and very specific characteristics. We should remember that the 
distinction between these “parts” of the personality is made for our own 
convenience in conceptualizing our knowledge of the personality. These 

Mare, S. R., “On some corruptions of the doctrine of homeostasis,” Psycho!. 
Rev., 1953,60,405-412. 

^®The term “structure” in this heading require explanation. It is not meant to 
imply a physical entity or a definite locus wnthin^ the organism. Rather, it is used to 
suggest that response tendencies have 3 charact^siic pattern or organization uithin 
the individual. Certain patterns of such organized response tendencies are so per- 
sistent, and they differ from each other to such a degree, that the concept of “struc- 
ture” has been applied to them. ^VhiIe the term rnay have unfortunate implicyions 
if it is taken literally, its use is so widespread in psychoanalytic theories that it is be- 
lieved best to retain it for the present. 
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three basic elements function together at all times tvitWn a single pereott 
and are not separate “things” in themselves. They are comeplmU^twns 

that enable US to explain human behavior to some extent. . », • 

A knowledge of the structure of the petsonalits' is essential, and is basic 
to gaining an understanding of both normal and abnormal individuals. 
We shall, therefore, be concerned with specific details of hou' the id, ego, 
and superego develop, note their characteristics, and discuss the relation- 
ships existing among them. We shall emphasize that their proper develop- 
ment within the individual is essential to his finally achieving adequate 
capacities for functioning as a healthy adult member of hiS culture. 

The id “Id” is a Latin term, which may be roughlv translated into 
English as “it.” The id is the central core of the personalicj' of the indi- 
vidual. It is the source or reservoir from which all the psj'chic energy of 
the individual flows. Ic is the source of all the innate instinctual psycho- 
logical forces.^^ For example, all of our sexual drives stem from the id. 
The basic forces of the id constantly strive for expression. 

The discharge of id forces is alwavs pleasurable, if unmodified, and the 
id is thus constantly engaged in securing gratification that the individual 
unconsciously u ishes. The id'^ is amo^, and has no sense of right or 
wrong. Ic is timeless. It is quite illogical, and is not susceptible to the im- 
pact of intellectual arguments or processes. We should, however, bear in 
mind that even though the id has the characteristics of the unconscious, 
the unconscious and the id are not synonomous. The id is only one part 
of the unconscious processes of the individual. We mav sav that all of 
the id processes are unconscious, but that the unconscious is* not all id. 

The personality of the newborn child consists mainly of id drives. No 
other matured personality structure is present at this time, although the 
maturational process Avill later develop additional structures. The neu'- 
bom child s behavior is determined essentially by Instinctual drives and 
strivings for pleasurable gratifications. It is from the id that all the other 
cleinents of the pcRonalitX’ structure evolve at a later time in accord- 
ance with maturational processes common to all persons and in accord- 
ance with the individual’s life history. These developments will be dis- 
cussed M n c consider the gradual evolution of the ego and superego from 
the basic core of the id. 


The ego As mentioned in the foregoing paragraphs, the id mav’ be 
regarded as the central core of the personaUttx As the individual’s 'psy- 
chological maturation proceeds there gradually develops out of the basic 


uiU bc<U«ni'sed in Chapter FoDr. 
Here, again, mc should recall that the id i; 
not a “tlimg." We shall speai of ‘Yhe id,“ nhe 
sense as dirfticnt. organued s\-uetm of drives. 


s a system of unconscious drives, and 
ego," and “the superego” in the same 
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id core a second type of structure. This new portion of the personality 
is concerned with relationships between the id and the outside world with 
which the individual comes into contact. The various intense emotion 2 l 
reactions that the individual experiences, his drives, and all his basic 
wishes, originate in the id. All these wishes actively strive for continuous 
gratification. The outer world— the environment— often will not permit 
these wishes to be gratified. For example, social forces produce learned 
reactions which may prohibit the gratification of many of the individual’s 
basic urges. (The most common example of these socially modified be- 
haviors are the responses related to libidinal drives.) There develops 
gradually a “mediator” between the demanding impulses of the id and the 
reality demands of the outer world. This mediating structure is known as 
the ego. The ego is essentially concerned with the relationships demanded 
by reality. It is concerned with an awareness of the various aspects of 
the environment existing outside the individual. For example, an indi- 
vidual may have an extremely strong urge or impulse toward a particular 
activity. The ego might evaluate the perceived reality situation, and in 
terms of its evaluation ^voufd then mediate between the demands of the 
id and what the individual actually could be permitted to do in terms of 
the situation in the real world.*® 

According to psychoanalytic theory, the functions of the ego may be 
divided into two major categories:*® (I) the ego attempts to permit the 
gratification of the basic id impulses at the best possible times; it decides 
whether or not impulses may be gratified at any particular time; and (2) 
if for some reason the reality situation is such that the basic impulse can- 
not be gratified, then the ego in some way induces the id to modify or 
give up for the while those impulses that are striving for expression. The 
ego learns that it can sometimes modify conditions in the outer world of 
reality, so as to bring about changes that are favorable enough to permit 
gratification of the various id impulses striving for discharge. 

Since an appreciation of reality depends upon the various sensor)' 
mechanisms (such as vision, audition, etc.), the development of the ego is 
closely related to their development. 

The ego structure of the very young child is weak. It cannot ade- 
quately cope with the id urges, and so we find the young child largely 
dominated by his instinctual drives which therefore tend to be expressed 
in a rather uninhibited manner. Emotional reactions, for example, are not 
subject to ego control in younger children. As the maturational process 
evolves, the ego structure becomes stronger and the perception of reality 

We mean, of course, that the indniduai has learned to perceitc and evaluate the 

reality situation and to respond by taking it into consideration. 

For a full discussion of this process see: Freud, S., Tbe Ego and the Id. London: 
Hogarth Press. 1927. 
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factors more appropriate. In the psychotic (insane) individual, the ego 
“structure” becomes severely disorganized, and the person is again, more 
or less, at the mercy of the id strivings with reality not being adequately 
comprehended. (This will be discussed more fully in Chapter Eleven.) 

A great deal of the ego functions at the conscious level of the indi- 
vidual s mental life, but it never becomes completely separated from that 
of the id. The origins of the ego are therefore in the unconscious level. 
Unlike the id, the ego is concerned with time sequences, and is also con- 
cerned with external realities. It is concerned also to some extent with 
morality; it differentiates to some extent becivcen right and wrong. 

Many pressures are placed upon the ego. It constantly needs to adiust 
to pressures from three major sources: (1) the basic id forces; (2) the 
pressures of the external world; and (3) the pressures of a third structure 
ot the personality, the superego. 

difflmmir '*■« postulated that the ego 

thfiternaltorT Tr w T influences of 

the Eternal notld. At birth the newborn child has no ego structure and 
the functions which at a later date make >m bmk n. * 
scions levpl of rK- i- and the con- 
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tween states in which he is in greater tension and states in which his ten- 
sion is much less. 

The basic aim of the child is to rid himself of tensions. For example, he 
needs to rid himself of the tensions due to hunger. His first contact with 
reality, and probably the first step in the formation of the ego, is to Jeam 
that something needs to be done by some agency outside himself in order 
that his tensions may be relieved. This Imoudedge comes only through 
partial, but not excessive, deprivation (the thwarting of a need) and the 
experiencing of tension. 

The ego starts to form and grow toward maturity when the needs of 
the child are not satisfied. The occurrence of deprivation, in certain areas, 
is automatic in the lives of all children, and will occur to some extent re- 
gardless of the promptness or extent of parental activities. For example, 
infants become hungry and need milk. Regardless of how quickly the 
need for nourishment is satisfied, some time elapses between the experi- 
encing of the need by the child and its actual gratification and resultant 
reduction of tension. Because of this rime interval during which height- 
ened tension is experienced, the child gradually becomes aware of the 
presence of an external source that satisfies his needs. He begins to be 
aware of external reality in that he perceives that he has needs which he 
cannot gratify by himself. The ego matures as the child learns to meet 
partial deprivation or delay in gratification of basic needs. If one could 
immediately take care of all the needs of the newborn child in some auto- 
matic way and satisfactions were immediately provided, the child would 
be exceedingly slow in developing any ego structure. Acrualiy the con- 
cept of reality that the child develops is concurrent with the develop- 
ment of the ego structure. To have a strong ego structure there must be 
a full awareness of outer reality, an awareness of the forces of the outer 
world as they affect the individual. It is only through a long, gradual 
maturational process that the child finally becomes aware of the fact that 
there are forces in the outer world which are beyond his control and 
which do not He within himself. 

At this point some of the implications of this concept of ego develop- 
ment may be mentioned. For example, the child’s first conception of re- 
ality is in terms of his mother (or mother figure)— the child and the 
mother are one as far as he is concerned and not separated. It is only 
gradually that he begins to sec that the mother is an object that is actually 
entirely separate from himself. Sullh^n states that during the first year of 
life the child knows essentially only momentar}' states. He makes no dis- 
tinctions in either time or place. Later he begins to perceive the mother.^* 

Spitz investigated the first smiles of babies, and found that they were 

Sullivan, H. S.. Conceptions of Modern Psyckutry. W'ashington, D.C: \Mlliam 
Alanson WTiirc Psychiatric Foundation, 1947. 
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elicited only by human faces or masks of faces. By the age of S montlis 
chddren began to differentiate new from known faces. Before this ane no 
differentiation was made " ® 

The important point we wish to emphasize here is that the vert' early 
infantile ego is extremely weak both in relationship to its control of the 
forcK of the id, and in its relationship to the external world. The ego it- 
self develops because the needs of the child are not immediately grarified, 
and It IS this nongratification of the basic needs of the child that' brings the 
child to an awareness of realitj-and thus initiates the development of the 
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amples of these kinds of longings to control reality and retain infantile 
omnipotence. We can find many additional examples in our folklore and 
fairy tales. (Remember “Rumpelstiltskin”?) Unfortunately, we often find 
such infantile reactions among adults. 

Many writers have stressed the fact that the child must learn to toler- 
ate delay in gratifications of his needs in a gradual manner.^® If, however, 
the frustrations he undergoes are too severe, then an incomplete and im- 
mature ego structure may result.-® 

During the early part of his life the infant experiences reality in a very 
passive manner, since adults provide totally for him. As he gets older, he 
begins to learn to master reality, and then activity replaces his former 
passivity. He learns at least partially to control the forces acting upon 
him, rather than being controlled by them. The ability to postpone im- 
mediate gratifications and to folerafe the mso/ring tensions is only gradu- 
ally mastered. As Fenichel stresses, in order to achieve this mastery there 
must be first an adequate control of the muscular and total motor physical 
components. The child must learn to walk, talk, and control his own 
bodily functions. In addition, he learns to '‘test reality.” He learns to an- 
ticipate the future in his imagination and to test out, in a very small way, 
what might happen in the real world. Bowlby puts this excellently when 
he states: 

As our personality develops we become less and less at the merev of our 
immediate surroundings, and the ivays In w-hlch they affect us, and become 
more and more able to choose and create our surroundings, and to plan 
ahead, often over long periods of time, for the things we want. Amongst 
other things, this means we have to leam to think in an abstract way, to 
exercise our imagination and to consider things other than just our im- 
mediate sensations and desires. Only when he has reached this stage is the 
individual able to control his wish of the moment in the interests of his own 
more fundamental long-term needs. One expects the child of three, or even 
five, to run into the road and seek his ball— at those ages he is still largelv 
at the mercy of the immediate situation. As he grows older, however, he is 
expected to take more things into account and to think ahead. By ten or 
eleven he is capable of pursuing goals some months distant in time. At six- 
teen or eighteen the more developed boy or girl is able to perform great 
feats of abstraction in time and space. Tliis is the process whereby the 

25 For studies relative to this see: 

(a) Hartmann, H., “Comments on the psychoanalytic formulation of the ego,” 
in The Psychoanalytic Study of the Child, Vol. V. New York: International Uni- 
versities Press, 1950, pp. 75-95. 

(b) Kris, E., “Notes on the development on some current problems of psychoana- 
lytic child psychology,” in The Psycboanalytic Study of the Child, \^ol. V. Neiv 
York: International Universities Press, 1950, pp. 24-56. 

(c) Spitz., R., “Psj’chiatric therapy in infancy,” AnteT. /. Onhopsychiat., 1950, 20, 
625-633. 

28 Rank, B., “Aggression,” in The Psycboanalytic Study of the Child, ^^ol. I\'. New 
York; International Universities Press, 1949, pp. 43-48. 
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individual frees himself from slavery to his instincts and urge for immediate 
pleasure, and develops mental processes more adapted to the demands of 
realit)'.^^ 

The development of the ego structure is thus a long, arduous and gradual 
process, and an adequate perception of reality depends upon its matura- 
tion. The ego structure, although modified to some extent in later years, 
■s usually well established by the time the child reaches the are of five or 
SIX years. ° 
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ships of the child to the parents.^ They stem originally from the correc- 
tions, the taboos, and the "don’ts” of the parent. The parent tells the 
child, “Don’t do this," "Vou must not do that," “That is wrong," ‘This 
is right,” “This is desirable.” The child is punished by the parents for 
some activities and is praised by them for others. The mother might be a 
vet)’ demanding person or the father might be a very dominating person, 
or conversely they might both be passive and dependent individuals. Such 
personality values and characteristics of the parents are “absorbed" by 
the child as he learns to intertorhe the prohibitions and the general stand- 
ards and ideals of the parents themselves. The child attempts to live up 
to these, to obey them as he strives for parental approval. The child wants 
to be loved by the parents, and he feels that the love of the parents will 
come as a result of doing what the parents want him to do. For these 
reasons he adopts the standards and the basic values of the parents for 
himself. They do not become a part of the already present ego structure, 
hut form a separate structure: the superego. In this way the attitudes of 
societ)' and the culture, as at first they are represented in the behavior 
of the parents, are made part of the individual, and social adaptation be- 
comes possible.^'* 

The strength and content of the superego partially determine which id 
drives will be permitted to be expressed and which drives will be sup- 
pressed. Getting along with one’s superego as an adult is just as important 
as getting along with one’s parents as a child. The establishment of an 
adequate superego structure is necessary for the psychological maturity 
of the individual. 

Getting along well with our superego and complying with its demands 
gives us a sense of relief and the reward of a feeling of well-being. Refus- 
ing to comply xvith our superego demands makes us feel guilty and re- 
morseful. 

Bowlby^^ points out chat it is the awareness of things that please and 
displease the persons around us that gives rise to conscience (superego). 
He, like Freud, stresses the role of the mother in its formation. She acts 
for the child, getting his own way for him and recognizing for him the 
claims of other people. She provides for him in all ways, and acts as his 
personality and conscience. As the child grows older, the mother transfers 
these roles to him. If his relationships with his mother are not happy then 
the superego w ill not be adequately developed. 

fnfer-refafi’onshtps of id, ega, and joperegro The inter-Te}3tio!7sb!ps 
among the id, ego, and superego constantly change during the develop- 

29 See Fenichei, O., op. ch. 

30 See Hurt, M. L., and Miller, ‘^cial values and personality development, 

/. Soc. Issues, 1949, V, 4, for an extended discussion of this process. 

31 Bowlby, J., op. cit., p. 57. 
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merit through which we all pass. For this reason we must regard the 
complex interplay among them from the standpoint of several different 
rime levels, ^^'h3t would be true of their inter-relationships at atje three 
would not be true at age sixteen. 

At birth, of course, there is only id— no other personality structures 
cMst. During mfancx’ the first ego structure is necessarily weak, and even 
though present is completely overxvhelmed by the demands of the id. 
As the ego matures it becomes stronger until it succeeds in controlling 
and njoddying .he basic id drives. A balance is finallv achieved betsveen 
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superego is the latest in time of development, it stands in closer relation- 
ship to the outer world than does the ego, particularly to its social and 
cultural attributes. Again, the ego and superego both have their beginnings 
in the^. However, the ego, Jjeing formed first, has the closest temporal 
relat ionsh ip to tK^id. ~ 

The relationships of the id, ego, and superego to each other, as well 
as their relationship to the conscious, preconscious, and unconscious as- 
pects of mental life, are diagrammarically represented in Figure 3. 


Region of Contact 

with 



Outer 

World 


FIGURE 3- Topographical relationships of conscious^ 
preconscious, and unconscious* 


LEVELS OF MENTAL LIFE To obtain a better under- 

standing of the psycholog- 
ical characteristics of the individual, must have a thorough knon ledge 
of how the personality is organized. \Vc must be aware of its major 
characteristics and how it matures over a period of time. The following 
paragraphs will be concerned with the de%*elopmcnt of ideas and theories 
concerning important concepts that arc basic to an understanding of the 
development of the personality structure. They will be concerned with 
hypotheses developed in regard to the various levels of mental life, and 
how these operate within the indix'idual. 

• Heal}'. Bronner, and Bowejs, A., Tbe Smicttire and Meaning of Psyeho- 
analysis. N'ew Vork: Knopf, 19i0, p. S6. 
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merit through which we all pass. For this reason we must regard the 
complex interplay among them from the standpoint of several different 
time levels. What would be true of their inter-relationships at age three 
would not be true at age sixteen. 

At birt^ of course, there is only id— no other personality structures 
exist. During infancy the first ego structure is necessarily weak, and even 
though present is completely overwhelmed by the demands of the id. 
As the ego matures, it becomes stronger until it succeeds in controlling 
and modifying the basic id drives. A balance is finally achieved between 

adolete®'’ "T "'i,''’u This persists until early 

M anr*. t "" ** disturbed, and first the 

this is due"tn “8° Jo^es prevail in a see-saw sort of fashion. (In part 
ceLeUn tbV PV-ological processes during eatly adoles- 

wit^ti forces of™ ir" “' 

Th^priSpteg:':; a"”"' 

id impulses, and Lnot be too cle” Iv ^2^'? 1"®° '"'’“'‘""S 

developing superego is at fir.. . , T delineated from the ego itself. The 

becomes mote and more petmiih^H^"' S’^dually 

individuals, the ego and 22fin;iW K ’ 

Figure 2 schematically filusLfes the differentiated. 

superego at various pointr^the '1 '“"S'*'" “f id, ego and 

birth, the id is all powerful and neither 1 "’‘’“''“'‘“"“i process. In A, at 
to exert any pressures or determine beh superego has developed 

5 or 6 years of age, id forcrar^ m „ 

exerts considerable control while ^Bo has developed and 

uars te,aL„ship?:ZhTe:12 


At Birth At 


about 5-6 Yeors 




At Psychotogicol 
Moturity 



figure 2. Itelj,!. 


•‘"'‘'’>P’ofid,ego,a„d 


SJ/perego 



58 PSYCHOOYNAMIC PROCESSES 

The total mental life of the person actually consists of much more than 
that which the person experiences at a conscious level. Most people are 
now aware of this fact, and we find that the term “unconscious” appears 
very frequently in our daily vocabuIarj% although it may not always be 
used appropnately. It has been demonstrated that mental processes actually 
take placE at different levels tvithin the pemonalit}-. As conceived by 
levels are: (I) the conscious; (2) the preconscious; 
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tions. (Popularly we are all familiar wth the saying that we "see what we 
want to see.”) 

The conscious level of the personality should be considered as only one 
aspect of mental life, important, of course, but not the one that is of the 
greatest importance in the determination of human behav'ior. 

We may explore the contents of consciousness through the process of 
introspection (that process through which we turn our thoughts inward 
and reflect upon inner events). The contents of the conscious mind may 
thus be readily examined, and also may be easily verbalized. 

The conscious aspects of mental life are to a great extent functions of 
the ego. This implies that the contents of consciousness are thus integrated 
in both time and space. 

The preconseious level There are some aspects of menral life of which 
we are consciously aware only at cenain times; at other times they cannot 
be recalled. The part of mental experience that can become conscious only 
through special effort is called the “preconseious.” It reflects more of the 
characteristics of the conscious than of the unconscious. With some effort, 
we can become aware of its contents and we can visualize and talk about 
them. On the other hand, it is extremely difficult to become aware of 
unconscious phenomena. The preconseious may be regarded as not differ- 
ing too extensively from the conscious except in that it does not readily 
find an outlet, and in that at times we are not aware of its contents. 

The unconscious level The third level of mental life, the unconscious 
level, is of crucial importance to psychopathology. 

The unconscious cannot be located in either an anatomical or a physio- 
logical sense. It is a theoretical concept. Through the utilization of the 
concept of the unconscious we are able to integrate and better explain the 
large masses of apparently isolated data we may gather about an individual. 
Through its use ^ve are better able first to explain, then attempt to modify 
human behavior. The unconscious can be inferred from the observed 
behavior of the person. The conscious and preconseious may both be 
verbalized through introspection by the person himself, but unconscious 
material can only be inferred from the actions and verbalizations of the 
individual by another person. 

The presence of material at the unconscious level may be readily dem- 
onstrated. Freud suggested that it may be shown by many phenomena, 
some of which have been summarized by Healy and others.®^ (1) When 
a person is hypnotized, he may be given the specific suggestion to perform 
a certain act after he has awakened. He may then perform the act without 
awareness of the fact that he had been given instructions to so do, (2) 

33 Healy, W., Bronner, A. F., and Bowers, A. M., The Structure and Meaning of 
Psychoanalysis. New York: Knopf, 1930, p. 22. 
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that is too threatening to be directly he 

consaous kvel. (3) Slips of the tongue are usually manifestations of in- 
ternal confhcts. (4) The sudden appearance of ideas or solutions to prob- 
lems are often indications of unconscious activities. (5) During psycho- 
therapy long buned (repressed) conflicts and traumatic episodes emerge. 
These are some of the major types of evidence that may be offered to 
demonstrate the operation of unconscious processes 
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general is quite hostile. If we reviewed his activities throughout the day 
we might find that he had been severely rebuked by his super\usor. He felt 
the criticism to be quite unwarranted and became very hostile toward his 
boss. However, he could not express his hostility toward his boss. It was 
easier to express this hostility toward his family. Therefore, his hostile 
feelings toward the supervisor were partially repressed and later emerged 
as aggression toward his wife and children. 

The behavior of young children toward their school teachers furnishes 
us with rather clear examples of the presence of unconscious determinants 
of behavior. Children often behave toward their teachers in the same way 
as they unconsciously feel toward their mothers. They will then displace 
upon their teachers these unconscious attitudes and feelings. 

In repression, it is only the memory of the repressed situation that is 
not experienced consciously. The emotion and feeling that were part of 
the situation that has become unconscious continue to seek expression, 
and may become attached to other situations. The emotion of the repressed 
material may be experienced, but the source of the emotion is not known 
to the person. 

The mental life of the individual is thus much richer and more extensive 
than one would infer from investigation of its conscious elements alone. 
Unconscious factors exert tremendous pressure at all times for expression. 
They are usually successful in this, but are expressed in distorted and sym- 
bolic ways. Therefore, even when unconscious materials are expressed, 
their origins remain hidden from conscious awareness, 

All behavior of the human being contains unconscious determinants to 
some extent. The amount of such unconscious influence varies within the 
same person from situation to situation and from time to time. It also 
varies from one individual to another. Probably the greater part of our 
mental life is at an unconscious level. We may think of the total personality 
structure as being somewhat similar in nature to an iceberg, with only a 
small part (conscious aware- 
ness) being above the surface. 

Most of it, like the greater 
part of the iceberg, exists 
beneath the surface and is 
hidden. The quantitative re- 
lationships among the con- 
scious, preconscious, and un- 
conscious levels are diagram- 
matically illustrated by Fig- 
ure 4. 

The unconscious plays a 
hiqhlv significant role in our 



FIGURE 4. Levels of inesital life 
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everyday relationships with other people. The unconscious of one person 
may react upon the unconscious of another, while the individual is con- 
sciously unaware of the subtle interactions that are taking place. For ex- 
ample, we may have violent likes or dislikes upon our first encounter with 
another person. We may feel comfortable with some individuals and ver}’ 
uncomfortable and anxious with others without knowing just whv. These 
are often indications of the influences of unconscious factors in our inter- 
personal relationships. 

The concept of the unconscious is one of the cornerstones of modem 
psychopatholo^-. In attempting to understand the symptoms of a “men- 
tally disturbed individual, we may be unable to do so unless we utilize 
out understanding of unconscious determinants of behavior. Through this 
of TenraT' hypoArses relative to the causation 

luctoarions ^ "" individual develop hal- 
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and are more readily solved by the person. Unconscious conflicts, on the 
other hand, arc much more serious, and may produce marked personality 
reactions. It is with this second t)'pe— the unconscious conflict— that psy- 
chopathology is essentially concerned. 

The unconscious conflict is the result of the blocking of basic id wishes 
and impulses, which, as we recall, are constantly striving for discharge. 
These urges are frequently too threatening to the individual to be grati- 
fied. Conflict within the person therefore is the resultant of two strong 
and opposing groups of tendencies: (I) those tendencies within the indi- 
vidual that strive for e.\pression and (2) those tendencies within the indi- 
vidual that oppose free expression. We may recall from our previous 
discussion that the determination as to whether or not a particular id urge 
is expressed is in part a function of the ego structure of the individual. The 
conflict, therefore, may be visualized as taking place between the impulses 
and drives of the id on the one hand and the attempts at blocking or 
modification of these impulses on the other hand by the ego or superego. 

The outer world cannot by itself repress these id impulses. However, 
such forces outside the individual can compel the ego to develop repressive 
tendencies. The original conflict exists, of course, benveen the id impulses 
and the realities of the external world. However, the person (that is, the 
ego) learns to adapt to these external factors, and thus the conflict h experi- 
enced as a clash between the “restraining” ego and the “demanding” id. 


This is the basic nature of a conflict. 

An individual suffering from severe conflicts learns to fear the pain 
that might result-that is, the psychological pain-if his id impulses were 
gratified. The ego, therefore, represses the impulses. According to psycho- 
analytic theor\', the individual in conflict attempts to ward off the external 
world essentially for nvo basic reasons: (1) the external world is feared 
as a possible source of punishment to himself and (2) the external world 
is perceived as a source of temptation for the satisfaction of wishes that 
are, at a deep unconscious level, quite desirable to the individual. The ego 
blocks the discharge of those impulses that are experienced by the individ- 
ual as being psychologically painful.®® .... j 

It was stated previously that the ego, in addition to obeying the demands 
of outer reality, also needs to conform to and obey the demands placed 
upon it by the supeiego. We may recall that the superego m addition to 
the ego, is responsible to a great extent for deciding which of the wishes 
of the individual are to be permitted gratification and which are not to 
be allowed free expression. The blocking functions of the ego are to a 
large extent influenced by the forces of the superego. The superego 
therefore, usually allies itself with the ego in the unconscious conflict. To 


36 See Fenichel, O., op. cit. 
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generalize, the impulses of the id are often opposed by restraining aspects 
of the ego plus the superego. 

An individual with an unconscious conflict is not directly aware of the 
precise nature of the conflict; he docs not know which urges are involved. 
It IS tree that he may be vet}- much aware of feelings of discomfort or of 
dismrbances m his way of behaving. However, the conflict is disguised, 
mi what is manifested is a derivative of the basic conflict. The derivative 
of Ao conflict itself, but also of the manner in 
sthich the individual attempts to deal with the conflict.->’ As we shall find 
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as the simultaneous arousal of two or more “antagonistic patterns of 
motivation” which cannot be satisfied at the same time. These authors main- 
tain that frustration may lead to conflict under the following conditions. 
When the frustrating object is feared and love by this object is needed 
(this already implies a conflict, it seems to us), the frustration leads to 
aggression, which is then supplanted by fear of expressing the aggression, 
and this learned fear acts as a thwarting morive to the aggressive drives. 

They suggest that there are three types of conflicts. In order to do this, 
they propose first (following Lewin) that all conflict may be understood as 
“an interaction between an individual and the events of his environ- 
ment.”^- It is believed that every object or person in an individual’s 
psychological environment either attracts (has positive valence) or repels 
(has negative valence). The degree of attraction or repulsion (or strength 
of the valence) may vary. The three types of conflict may then be con- 
ceptualized as those arising when there is: approach-approach conflict 
(two positive valences that cannot be satisfied simultaneously); avoid- 
ance-avoidance conflict; and approach-avoidance conflict. They believe 
that the most severe or most disturbing type of conflict is of the approach- 
avoidance type when the avoidance motive is based on fear or is derived 
from it. 

A theory such as this serves to clarify many of the phenomena of 
emotional disturbance. It is not incompatible with the psychoanalytic 
theory. However, one may question how well it accounts for the genesis 
of many kinds of conflicts. We believe it fails to account adequately for 
differences in significance of unconscious and conscious drives and does 
not do justice to the importance of the developmental aspects of person- 
ality integration which we have tried to understand in terms of the con- 
cepts of id, ego, and superego. These developmental aspects of personality 
will be considered in greater detail in Chapter Four. 


ANXIETY Anxiety is a common ex- 

perience we have all felt in 
varying degrees. If we introspect about our feelings tvhen we are anxious, 
we may note that we feel disorganized. We feel perhaps that something 
bad is going to happen to us. We dread something, and yet we do not 
know just exactly what it is we dread. r „ • » 

We should endeavor to distinguish bettveen the concepts of anxiety 
and “fear.” When we experience fear wc usually know what it is that we 
fear. For example, we fear to pass a railroad crossing when a mm is 
approaching, or we are afraid of walking m front of an oncoming ear, o 
t^remain in\ building that is on fire. We fear a specfic exper,e„ce ,ha, 

*- Ibid., p. 104. 
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is consciously knoirn to its. In an anxiety state we have somewhat the 
same feelings as we do in a state of fear, yet we do nor know exactly 
what it is that arouses these feelings within us. In anxiety the specific ob- 
ject that induces the anxiety reaction is not knoivti at a conscious level. 

The human being experiences numerous anxieties during his lifetime. 
Many of these are common to all of us. An example of one is the birth 
process itself, which induces severe anxieties in the newborn individual. 

Freud^® postulated that the newborn infant emerges at birth into an en- 
wonment that is markedly different from that of his prenatal existence. 
He stressed the fact that the child was suddenly exposed to a flood of 
stimulation that he was totally unable to handle. This, according to 
treud, is the first significant danger situation to which we are all exposed, 
an It ser\ es as the model for all the future anxieties we experience. Other 
authorities have differed with Freud’s viewpoint. Rank** feels that birth 
strongly shocks the individual both physiologically and psychologically, 
the ^ released throughout 

cal model P r views the birth process as the physiologi- 
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The very young child has basic needs that he is totally unable to gratify 
or satisfy by his own efforts. For example, the infant experiences hunger 
needs, but these particular needs cannot be satisfied until he is fed by an- 
other person— usually the mother. Therefore, the child, as far as these 
particular needs are concerned, must await the help of another individual, 
and absolutely no actions on his part can in themselves satisfy the needs 
of hunger. They must be satisfied by sources outside of himself. A tension 
automatically results within the child whenever these needs are experi- 
enced. This non-immediate satisfaction of his hunger needs proves to be 
more or less painful and disturbing to the child. The chief point with 
which we need to be concerned here is that the child experiences im- 
pulses and needs that are not immediately gratified. This alarms him, and 
he attempts to turn against, or deny, his instinctual need for food in order 
to do away with a possible threat to himself if the needs are not satisfied. 
This creates very strong anxieties, which may be overwhelming. Prob- 
ably the very first anxieties all humans experience, in addition to those 
possibly resulting from birch itself, are the results of tensions centering 
around the needs for nourishment. There are other similar anxieties that 


we all experience. 

Since the ego structure of the very young child is weak, he experiences 
his anxieties in a very passive manner and does not attempt to control 
them.« However, as the maturation of the ego structure occurs, the ego 
learns to judge dangers that might occur in the future. It then brings the 
entire individual into a state similar to the earlier, more primitive states 
of anxiety, but at tt much less intense level. This state may be regarded 
as being similar in quality but not in quantity to the very early and mote 
primar? anxiety which is centered around the need for nounshment. This 
type of anxiety, brought about by the ego’s judgment of some danger 
thM might occur to the individual somewhere in the future, may be re- 
garded as a warning signal which initiates the individual to some sort of 
Lfensive reaction to guard against the anticipated threats. Therefore, in 
the normal individual, the ego may use anxiety m a constructive manner 
When we experience anxiety, it means that something in the future 
automatically and unconsciously perceived by us as threatening, and then 
we try to do something about it in order to allay the anxietj- aroused by 

*We"'m!iy tg'rd all anxieties, in the hst analysis, as unconscious feats 
of experieLing a very threatening and damaging state “J 

get “hurt” psychologically. Anxiety may be regarded as being an antici- 
get nurt psycnoi g y ovenvhelmed by some situation it cannot 
pation that the ego will be oven\ ncuiicu j 

Lster. Anxiety essentially stems from an apprehension that the basic id 
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impulses cannot be controlled. If, however, the ego has matured suffi- 
ciently and there have been no serious disturbances in its development 
and maturation, the basic id urges of the individual are usually not per- 
ceived as threatening by the ego and so no overpowering anxieties are 
aroused. 

At times the ego is totally unable to handle the anxieties brought about 
uit m the individual, and thus the signal by the ego that was originally 
inten e to initiate activities to lessen the threatening situation actually in 
Itself precipitates a threatening state. Now, if a person has a large number 
o repressions t at have resulted from threatening situations at an earlier 
rn‘‘Kll f anxiety added by an additional threat of danger is enough 
-T-. '' ° overwhelming anxiety then results, 

onlv ° -j approaching danger in this instance has not 
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security, and protection that all human beings desire. We might sum- 
marize all of these particular needs under the general term of ^^self- 
esteem.'" In guilt, therefore, we fear the loss of self-esteem. Anxiety, in 
general, warns the individual not to undertake a particular course of ac- 
tion, whereas guilt feeling is an actual materialization of this particular 
threat. All of us have no doubt experienced these guilt feelings, but they 
are experienced by the normal person as an anxiety that usually can be 
controlled. Guilt feelings become “abnormal” when they are experienced 
by the person in a very rigid manner, and his realistic judgment as to the 
outcome of his possible actions becomes distorted. 

Anxiety, then, may be regarded as a danger signal felt and perceived 
consciously by the individual, although the origin of the anxiety and the 
specific factors underlying its production are at an unconscious level. The 
basic origin of anxiety is always a threat from within the personality, 
never from the outside. This internal threat, however, may be initiated or 


modified by the external situations in which the individual happens to 
find himself. The symptoms of the internal conflicts that may be shown 
by a person are expressions of the defensive forces through which he 

attempts to control his anxieties. . 

The functions of the ego in general become extremely inhibited be- 
cause of the fact that energy of the individual is consumed in the defen- 
sive struggle to control the overwhelming anxieties. 

Thus far we have presented the modem psychoanalytic viewpoint on 
the problem of anxiety. This theory helps ns to understand many aspects 
of this phenomenon, and especially the relation of anxjety to psycho- 
pathology. However, as Freud himself and many psychoanalysts since 
have acknowledged, it still leaves many cmcial questions unanswered. In 
the following pages we shall present some of the recent experimental and 
clinical evidence on this problem, and propose some extensions and modi- 
fications of the theory. Our presentation, of course, will be of neces- 

^'rt^tf^rmuch of the recent evidence on anxiety is presented in 
two books one by May« in which a general thectj- of anxiety m de- 
veloped, and one h^cH 
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of his own speculations. Solomon and Wynne have reviewed some of the 
most recent experimental work and prepared an explanation.®- 
One could say that there are at least nvo basic questions in regard to 
the conceptualization of anxiety that remain to be answered. One of these 
IS whether anxiety is a unitary phenomenon. In other w'ords, is there 
simply one kind of anxiety, which may var\’ in intensity but not in 
qua ity or characteristics^ The other question is tvhether the amount of 
xie^ an t e stage in the individual’s life in tvhich it is manifest may 
no a\e- i erential effects upon behavior. This second fundamental 
problem ,s directed at such subsidiary- questions as: Under svhat condi- 
tions does anxiety result in pathological behavior? May anxiety setve to 
acihtate learning and affect adjustment favorably? Is there a relative de- 
„ ° f L “y '’“‘■y 'he individual during different 
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built-in anxiety structure, that is, he is unable to deal with the situation 
realistically, he is unable to modify his ways of coping with the difficulty, 
and he continues to respond wnth relatively stereotyped behavior and 
with anxiety when the stress situation (objectively) is no longer present. 
Thus, he behaves as if he had a reservoir of anxiety which tends to be 
discharged whether the objective reality calls for it or not. This discharge 
may be direct, in which case the anxiety is overtly manifest, or it may be 
indirect and even unconscious (or latent) in which case inner equivalents 
or symptomatic derivatives may be substituted for the emotional part of 


the reaction. , • • •> i 

Stress reactions may gradually give way to anxiety if an individual 


meets repeated stress situations 


he cannot master; if the intensity of the 


stress becomes sufficiently great; or if the individual is insufficiently ma- 
rare to copo with the stress." In such a case, perception of the real danger 
becomes more and more distorted, more repression occurs (see the next 
chapter for a discussion of this phenomenon), the ego becomes less ade- 
quam and more rigid, and fear has finally been replaced by anxiety; there 
is then an “unknown factor.” Conversely, an individual who already has 
much anxiety is likely to be disproportionately affected by stressful situa- 
tions to the degree that the stress involves the security of his ego. 

We will now turn our attention to some selected experimental studies 
on the effect of the amount of anxiety. For the time being we shall refer 
to responses to specific stress as well as to more ego-mvolving responses 


“t:Ltrr?hy Gel, horn," and by others, has shown that under con- 
ditions of marked stress or excitement both the sympathetic and the para- 
sympathetic divisions of the autonomic nervous system show a ^ 

intense discharge. When these systems operate together '“PF P 
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ing of reactions to stress and the operation of anxiety. These studies arc, 
by now, so numerous that we shall refer to only some of them in order 
to illustrate our thesis. The xrork of Pavlov, many years ago, of Liddell, 
Hebb, Maier, ?seal Miller, Masserman, and Solomon are among the most 
important in this field. Paxdov’s work with dogs” first established the 
principle that experimental “neuroses” could be produced in animals 
when they were presented with txvo nearly similar stimuli, one of which 
a een reinforced (conditioned) positively (so that it led to gratifica- 
tion) and the other conditioned negatively (so that it did not lead to 
Ratification or in later studies, led to shock). When the animal could no 
nger choose betxveen them (the similar stimuli being non-discriminable) 
d sor z d b hayi„r or ■■neurosis” resulted. This type of finding has 
u“h sheen™ .’'•'■"‘I' ”f The svork of Liddell 
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mon and his co-workers, in a series of experiments,®* have shown that the 
extinction of what they call “avoidance learning” or what we may call 
anxiety-induced behavior is very difficult. Like iMowrer, they try to solve 
the paradox of why “neurotic” behavior persists, even when it no longer 
is rewarding or is irrelevant, by the explanation given above. Although 
these and other workers do not agree on the theoretical explanation in all 
details, they have shown (Solomon, particularly) that persistent, anxiety- 
aroused behavior can be reduced or eliminated when reality testing is 
somehow forced upon the experimental animal and when certain other 
conditions are favorable. Otherxvise, the “neurotic” behavior persists in- 
definitely. In addition it has been demonstrated that not only the emotions 
(the autonomic system) become involved but that the disorganized be- 
havior involves the motor apparatus and the cognitive system as ue 
is important to remember that even when there is no onger any ** 
anxiety reaction, disorganized or avoidance behavior may persist at 
non-emotional levels of both the skeletal system and ideation. 

Experimental work with humans is much more complex than w th am- 
mals and is difficult to control properly. One cannot ^ 

ject humans to intoierable stress, and one has d.ffieu ty account^ fo aU 

of the myriad internal and external ;'''’'t?orea«r role In 
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of subjects (nonnals, anxietj' neurotics, a muted group of patients who 
were non-schizophrenic and early schizophrenics) were given heat stim- 
ulation of varj’ing intensity up to the point at which pain was reported, 
and their finger movements, head and neck muscle potential, respiration 
and heart rate, among other measures, were recorded. The experimenters 
oun , as expected, widespread and significant differences among the 
groups on their phj-siological measures, very significant difference in re- 
sponses of the steletal sj-stem, and greater anticipaton- and inadequately 
rantrdled ruction tendencies in the groups with the greater anxiety', 
in hfh u ^ others, points up the widespread disorganization 
in at occurs when individuals who are characteristically arre- 

lous are snb|ccted to additional stress. ^ 
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relationship had already existed between mother and child. Similar, but 
usually milder, reactions have been reported in soldiers who become 
anxious, depressed, and disorganized when they were simply removed 
from their homes or home towns and their families, long before they 
were subjected to actual threat of physical injury or to more threaten- 
ing battle conditions.” In such studies, separation may easily be seen as 
a threat to the ego, and is in conflict with drives for security, for affec- 
tion, and for the preservation of the status quo. When such stress is in- 
troduced early in the life of the individual, the effects upon the ego tend 
to be proportionately more severe, producing disorganization of such a 
degree that persistent psychotic tendencies (processes) may be induced. 
In early life, when the ego is relatively weak and cannot institute ap- 
propriate defensive measures, the effects are more far-reaching because 
the basic security of the individual is threatened; anxietj’^ and its deriv’a- 


tives mount to high levels. 

While we have highlighted the effects of severe stress and the result- 
ant induction of high degrees of anxiety, we have not given much atten- 
tion to the effects of milder degrees of these phenomena. This is not became 
the latter conditions are unimportant, but because they are more sig- 
nificant for an understanding of normal reactions and for theories of 
learning than for psychopathology. Various investiptors have been ex- 
perimenting with reactions of essentially normal subjects to milder fonns 
of stress. The studies by Sarason and his co-workers” have shown that, 
with an “unselected” population of college students, those studmts who 
have a low level of anxiety tend to do better in test situanom m which 
unanticipated stress is introduced, whereas those who are higher in anx- 
iety level do better on the regular scholastic examination or course exam- 
ination for which they were able to ptepate^ Th^e stud.es pomt up t^ 
differential effects of degrees of anxiety'. They abo e.xplored the effeffi 
of different kinds of defense mechanisms m handling Addi- 

tional studies bv Eriksen ™ Lazarus." and others have contnbuted further 
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\^ e may now attempt to pull all of this material together and sum- 
mame our om-u present position. In doing this u e wish to remind the 
trader that our summatj- is speculative and is essentiallv intended to pro- 
vide a frame of reference and to stimulate further critical thinking. We 
have dehned anvietj- as a condition in which the subject is unaware of 
^ ^ intense emotional reacnon, his apprehension or dread. 
(\\ e have also stated that an.sict>- may be latent or unconscious.) In anv 
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be. We may hypothesize that severe anxiety of the objectless kind tends 
to be associated with the most severe psychopathologies (or is transmuted 
into pathological ego characteristics in which little of the anxiety is 
experienced directly). Less severe anxiety of this type, along with more 
object-focused anxiety (or task-oriented tension), results in less severe 
forms of psychopathology and less damage to the ego. Any anxiety re- 
action involves both types of anxiety. The relative increase in anxiety 
and the degree of object-appropriateness together co-determine the ef- 
fectiveness of the individual’s adjustmental efforts, other factors being 
kept constant. 

Basic or objectless anxiety may be characterized as either castration 
(or security) anxiety or separation (or rejection) anxiety. As noted 
above either type of basic anxiety, in intense amounts, is conducive to 
some degree of maladjustment. We may think of separation anxiety ^ 
being a prior psychological model of basic anxiety, in which failure in 
obtaining gratification of physiological needs during infancy, and antici- 
pation of losing support or being rejected by an important love object 
tend to bring on feelings of catastrophe. Castration anxiety, or appre- 
hension over being mutilated or destroyed, can be conceived of as a 
second model of anxiety, associated with later forms of interpersonal 
experience. These two basic forms of anxiety proliferate, as the in i- 
vidual matures and differentiates, into many subsidiary forms, the c ar- 
acteristics of which may be greatly influenced by cultural factors. 

Intense degrees of anxiety have their greatest effects upon t e struc 
ture and functions of the ego of the more immature organism, t is e 
lieved that when intense anxiety floods the organism during t e rst 
year or two of life, the ego may be so badly damaged that it ecomes 
fragmented (it tends to lose the capacity for integrated functioning^ 
and sets the stage for the development of a psychotic process. Similar de- 
grees of anxiety in later years have decreasingly lesser effects upon t e 
structure and functions of the ego, so that psychoneurotic processes an 
psychoneurotic trends rather than psychotic phenomena may result. 
However, at any stage of development, sudden, intense and prolonge 
anxiety may produce the most severe form of temporary breakdown 
either a very severe psychoneurotic reaction (like a traumatic neurosis) 
or a psychotic reaction. The effects of such conditions arising m later 
life tend to be reversible more easily and do not tend to produce such 
severe damage or fragmentation of the ego. ^ 

Thus we conceptualize anxiety as the central problem in psycnopa- 
tholocy. The elaboration of this concept will be dealt with in the next 
chapter and illustration of its peninence will be given in the succeed- 
ing chapters dealing with the x’arious forms of psychopathological be- 
havior. 
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THE PRODUCTION OF SYMPTOMS When we observe the be- 

havior of “mentally ill" in- 
iM uals, ^^e are forcibly struck by the varied symptomatology pre- 
sente From a purely descriptive point of view symptoms of “mental 
1 ne^ are certainly interesting, and perhaps can help us in one way to 
class, fy the various disorders. But it is the deeper meaniuR of the symp- 
toms to the individual that is so important to us. Symptoms should be 
regarded primarily as indications of the fact that there is a malfunction- 
mg of Ae particular personality. They tell us that an individual is dis- 
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In foregoing paragraphs considerable attention was paid to discussion 
of the nature of the unconscious and conscious levels of mental life. It was 
stressed that unacceptable emotional qualities which were traumatic to 
the individual and which caused him psychological pain were excluded 
from consciousness through the process of repression. Of course, most of 
these repressed experiences are centered around the infantile and child- 
hood developmental experiences of the individual. It was also emphasized 
that, even though these experiences could not consciously be recalled, 
they were still quite active at the unconscious level of mental life. Individ- 
uals utilize their various defenses'^* in order to protect themselves against 
their realization. Of importance in the production of the conflicts and the 
defenses employed to allay the anxieties they arouse are frustrations and 
disturbances in the various maturational levels. In general symptoms thus 
represent substitutes on the part of the person for the id impulses that 
cannot be directly expressed. The symptoms developed and shown by 
the individual play a very symbolic part in his life. They may be regarded 
as an attempt by the individual to change those wishes and urges that are 
either not socially acceptable or not acceptable to himself into forms of 
behavior that are then acceptable to his own ego and superego. 

The unconscious material that cannot be expressed tends to be very 

deeply repressed, and its 
repression is maintained 
through the symptomatol- 
ogy developed. Uncon- 
scious impulses are gratified 
by the individual in a rather 
symbolical and distorted 
form as symptoms, so that 
in this changed way they 
are now acceptable to the 
ego. There are very strong 
unconscious drives within 
the individual toward reten- 
tion and persistence of the 
symptoms, since the symp- 
toms symbolically serve to 
gratify the unattainable, and 
therefore repressed, whiles. 

• Adapted from a diagram by C. H. Coombs, in Psychological Scales and Psycho. 

Traiw (unpublished). 

’3 See Chapter Four for a detailed discussion of psychological defenses. 
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Even though the demands of the external realit)' are repressed by the 
ego, these deeply buried impulses always strive for expression. They re- 
turn in the severely conflicted person in distorted forms. In the develop- 
ment of a symptom we always have nvo steps: (1) repression of the 
objectionable demands of the id by the ego; and (2) expression of the 
repressed impulses in a distorted form. The second step may be regarded 
^ an b) the id forces to exert themselves against the ego restraints. 

IS Mit t e distorted return of the repressed material from the uncon- 
at we are most concerned in the development of the symptom. 

The process may he schematically represented by FignreS. 
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that sexual drives were the only drives in human behavior, or even the 
only important drives. He did, however, place them in a position of central 
importance; he believed that their nature and their expression determined, 
to a very considerable extent, the adequacy or inadequacy of human ad- 
justment. It will be noticed that wc have spoken of “instincts,” not “in- 
stinct," and of “drives" as well as of instincts. The translation of the 
original German term “rriei” to “instinct” is unfortunate since the latter 
word connotes some qualities that were not intended. The term “drive" 
is more satisfactory since it connotes some motive power, and this Is the 
essential feature of Freud’s concept.* 

Drives have a biological basis, since they originate in the body, and they 
have a mental representation, since they are e.vpericnced by the psyche or 
mind as they are transformed into behavior. The concept of “drive" (or 
“instinct," which has so often been employed in the literature on this 
subject) therefore implies a somatic source and an awareness by the indi- 
vidual of the manifestation of the discharge of the energy derived from 
this source. There is nothing mystical about the concept, although we do 
not yet know all the chemical reactions that go into a “drive.” The plural 
term “driv'cs” is meant to indicate that there are many sexual impulses, nor 
just one. Popularly, sexuality is often equated with the process of cohabi- 
tation. In psychoanalytic thinking the term covers a wide range of drives, 
all of which are subsumed under the category “sexual." This mistaken 
notion that “sexual” was meant to mean only intercourse (and it might 
be more accurate to say distorted notion, since it was not Freud’s) has 
been a source of considerable confusion and even of violent emotional 
reaction. We hope it is clear, then, that in this discussion we are referring 
to that theory of libido which is a theory about the development of the 
sexual drives. This theory has often been called the “theory of psycho- 
sexual development.” 

Under the term "sexual" are included all the drives which have a bio- 
logical source, which produce pleasurable experience, and which have as 
their aim some form of affiliation betxveen people. The two features that 
distinguish the sexual drives from other drives are the latter. Sexual ac- 
tivity is pleasurable, although in maladjustment it may have aspects of 
displeasure. Whether this activity involves the use of the mouth and lips, 
as in sucking, kissing or stroking of the lips, or whether it involves the 
use of the genital organs, as in intercourse, the drives result in the rela- 
tively sudden discharge of tension and are experienced as pleasurable. 
Sexual drives also result in affiliation. They are the main source of the 
tendency of humans to interact and to invest positive emotional feelings 
in each other. The affiliative aspect of the sexual drives may not be easily 

1 Some psychoanalysts may prefer to restrict the term “trieb" to the concept of in- 
stinct. 
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discernible in infancy nor in early childhood, for at these stages the infant 
himself, or some part of him, appears to he the object of his sexuality. He 
gams pleasure out of being fondled and out of various forms of self- 
stimu ation, such as thumb-sucking, for example. The early phases of self- 
snmulation may be regarded, however, as preparatory for later phases of 
achkvfd™ "’hom more adequate pleasure may then he 
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relationship between the way in which sevual gratification is obtained and 
the t)-pe and severin' of various forms of maladjustment. This relation- 
ship has been studied and described most intensively in the case of the 
psychoneuroses, but it is also present in other forms of adjustment and 
maladjustment.^ 


SIGNIFICANCE OF THE BIRTH PROCESS Otto Rank was the firet to 

emphasize the importance 
of the birth process for subsequent personality development.^ He em- 
phasized the sudden intensity of stimuli that intrude upon the infant, the 
separation from the body of the mother, and the development of a sense 
of catastrophic anxiety which might serv'e as the basis of all subsequent 
an\iet\’ reactions. Although it now appears that he probably overempha- 
sized the psychological significance of this event to the infant in terms of 
anxiety over the separation from the mother, it is also important not to 
underevaluate its importance on other grounds. The infant may, it is true, 
have no object for his anxiety at this time since he has no awareness of 
external as differenciaced from internal events— that is, he has no "psychic 
content”— yet the experience may have significant consequences for his 
later life. 

As Freud himself said:^ “The process of birth constitutes the first danger 
situation; the economic upheaval which birth entails becomes the proto- 
type of the anxiet)' reaction. . . The physiological phenomena that 
accompany birth, according to Bemfeld, are as follows:* a choking fit 

' In about 1920 Freud, in one of his many reformulations of personality theory, 
postulated another basic "instinct,” the death instinct. This was intended to include 
the drives of the human being toward death, toward reversion to an inorganic state, 
toward destruction and regression, and the like. His early formulations along this 
line were based upon his observations of patients during the First World War, and 
particularly of those suffering from the so-called traumatic neuroses (which we shall 
discuss in a later chapter). He thought the constant repetition of neurotic acts of 
patients, the so-called tendency toward repemion-cmnpulsion, was funher evidence of 
the death instinct. These arguments are presented m his volume. Beyond the Pleasure 
Principle. Some psychoanalytic thinkers accepted these ideas, and later revisions of 
them, but many others did not choose to accept them. In the opinion of the authors 
the hypothesis of a death instinct is unnecessary and is not in accord with the best ex- 
planations of human behavior. Freud was himself never as clear about the basis and 
characteristics of this instinct, or at least not as dear as he was about the libido in- 
stincts. Moreover, the assumption of a death inscince (also called "thanatos") involves 
certain philosophical conditions that are unnecessarily difficult. For essentially these 
reasons there is no further discussion of the death instinct in this volume. We shall 
attempt to explain the phenomena that led Freud to suggest such an instinct on other 
grounds. 

2 Rank, O., The T rauvia of Birth. New York- Harcourt, Brace, 1929. 

3 Freud, S., The Problem of Anxiety. New York. Norton, 193(5. 

* Bemfeld, S., The Psychology of the Infant. New Y’ork: Brentano, 1929. 
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icnity Press, 1943. 
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rural factor and in turn considerably modify the earliest reactions of the 
infant. 

During this earliest postnatal stage, the baby is said to be “poI^Tnorphous 
perv’erse,” which means that he is at the stage of development when any 
kind of excitation can become a source of “sexual” excitement. The baby 
is auroerotic in the sense that his body is the object of his sexual drives. 
Any part of the body may function, at this time, with almost equal facility 
in giving pleasure, i.e., serving as means of discharge of the sexual drives. 
We shall see in Chapter Five how important it is to the baby’s ps^'chologi- 
cal and physical welfare that he receive gratification of these drives 
through fondling and caressing. 

At this time we wish to empliasize that the state of the infant is such 
that he responds diffusely to almost any kind of stimulation to any part 
of his body. The development of the organism, and in particular of the 
neurological system, does not yet permit localized and specialized re- 
sponses to specific stimuli or stimulus situations, except for the reflexes 
that are present before, at, or shortly after binh. The baby has yet to 
learn to individuate (or differentiate) specific and appropriate responses 
CO differing types of stimuli. Thus, we speak of the zone of the baby’s 
sexual functions as the entire body; it is only as the baby matures and be- 
gins to adapt to the new external situations of his life that more specialized 
zones for the discharge of sexual drives become biologically available and 
ready for such discharge and pleasurable gratification. 


THE ORAL PERIODS A great deal of the child’s 

firs t year and a half is c en- 
tered on the “taki ng in ” of nourishment. At the same time tn^food is 
being ingested, other forms of gratification are being “taken in.” D uring 
this period dri ve-tens ion is discharged thro ugh the so-called oral zone. 
This is the period ot life in which the oral orifice has primacy tor the 
child; it is the nucleu s around which behavior tends to become organized. 
Because of the cliiic ^s Diologi^l deve ^ipment. the greatest excitement is 
experienced in the 6ral area. It is customary to divide this span into nvo 
subsidiary periods; the or al receptive, lasting from birth to about eight 
months, and the oral expu lsive, lasti ng from^bout six months to one and 
ypa rs. These two phases of oral development have also been 
called, respectively; oral passive, or al suckin g, first oral; and oralUm^, 
or al sadis tic, se cond o ral. 


^th eorol receptive stage We have said that during the oral receptive 
'period the z one of primacy is the oral orifia e. This zone has the highest 
eroto genic" value during this stage. By th ^oral orifice is meant the mouth 
region, immediately surrounding areas, and the upper portion of the 
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It is evident that different children have sexual drives of different in- 
tensities. Some require much more experience in a given mode and with 
a given zone than others, and some manifest much more excitement and 
pleasure in connection with a given mode than others. We have yet to 
learn exactly why this is so, although we can of course ahv'ays say that 
there are individual differences. Sterba, for instance, believes that these 
differences are attributable both to the inheritance of organic predisposi- 
tions in this respect and to external conditions (i.e., personal and social con- 
ditioning).® Some believe that prenatal conditions may set up particular 
predispositions. Whether the differences are due in large or small measure 
to differences in constitution^ all authorities believe that this factor must 
be taken into account. Nevertheless, the way in which a particular child 
develops, and in particular whether he develops pathologically or nor, 
even with a given constitution, depends very greatly upon the conditions 
of his training and weaning.® 

The importance of fixation at any sexual level or in any zone should not 
be overlooked. When a child has become fixated in a particular mode of 
behavior during the developmental phase when this mode was in its 
primacy, he will tend to retain the psychological characteristics of that 
mode to an excessive degree, even when they are no longer appropriate. 
Thus, trauma during a particular period of sexual development may fixate 
the traits associated with that period. During the oral receptive stage, 
passivity is the outstanding trait since the mode is passive sucking. Fixation 
at this mode means that during later periods of crisis the individual will 
rend to regress to this mode of adaptation or will utilize this mode far 
more than is efficient. Fixation at tliis rime leads to overemphasis in the 
personality of passivity— a need to be taken care of, to be nurtured. It also 
forms the basis of many different kinds of depressions in later years. A loss 
of “supplies” (loss of a loved one or of important emotional supports) 
may lead to depressive reactions. Traumatic experience during an early 
period also underlies the development of schizoid personality and of 
schizophrenia. We shall discuss each of these types of maladaptation in 
later chapters. 

The oral expulsive stage The second oral period has its characteristic 
modes: biting, masticating, devouring and “spitting out.” Children may be 
seen to put things into their mouths during this period and to “munch” on 
them. During this period sexual primacy has focused on the muscles of 
the mouth and the teeth. Children seem to get much pleasure out of biting 
and devouring things. Some writers have therefore spoken of this phase 

* Sterba, R., “Introduction to the psychoanalytic thcor)' of the libido” Nervous 
auj Mens, Dis. Monogr., 1942, 68. ... 

“See Brody, S., Pattertts of ASotberhig. New York: International Universities 
Press, 1956. 
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It is evident that different children have sexual drives of different in- 
tensities. Some require much more experience in a given mode and with 
a given zone than others, and some manifest much more excitement and 
pleasure in connection with a given mode than others. We have yet to 
leam exactly why this is so, although xve can of course always say that 
there are individual differences. Sterba, for instance, believes that these 
differences are attributable both to the inheritance of organic predisposi- 
tions in this respect and to external conditions (i.e., personal and social con- 
ditioning).® Some believe that prenatal conditions may set up particular 
predispositions. Whether the differences are due in large or small measure 
to differences in comtitiition, all authorities believe that this factor must 
be taken into account. Nevertheless, the way in which a particular child 
develops, and in particular whether he develops pathologically or not, 
even with a given constitution, depends veiy' greatly upon the conditions 
of his training and weaning.^ 

The importance of fixation at any sexual level or in any zone should not 
be overlooked. When a child has become fixated in a particular mode of 
behavior during the developmental phase when this mode was in its 
primacy, he will tend to retain the psychological characteristics of that 
mode to an excessive degree, even when they are no longer appropriate. 
Thus, trauma during a particular period of sexual development may fixate 
the traits associated with that period. During the oral receptive stage, 
passivity^ is the outstanding trait since the mode is passive sucking. Fixation 
at this mode means that during later periods of crisis the individual will 
tend to regress to this mode of adaptation or will utilize this mode far 
more than is eificienr. Fixation at this time leads ro overemphasis in the 
personality of passivity— a need to be taken care of, to be nurtured. It also 
forms the basis of many different kinds of depressions in later years. A loss 
of “supplies” (loss of a loved one or of important emotional supports) 
may lead to depressive reactions. Traumatic experience during an early 
period also underlies the development of schizoid personality and of 
schizophrenia. We shall discuss each of these types of maladaptation in 
later chapters. 

The orol expulsive sfoge The second ora! period has its characteristic 
modes; biting, masticating, devouring and “spitting out.” Children may be 
seen to put things into their mouths during this period and to “munch” on 
them. During this period sexual primacy has focused on the muscles of 
the mouth and the teeth. Children seem to get much pleasure out of biting 
and devouring things. Some writers have therefore spoken of this ph.isc 

** Scerba, R., “Introduction to the psychoanaljtic thcorj’ of the libido,” 'Servous 
and Ment. Dh. Monogr., 1942, 68. 

®Sec Brody, S., Vattems of Mothering. New York; International Universities 
Press, 1956. 
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of development as the “cannibalistic phase ” Children now need an outside 
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malocclusion of the jaws. She accepted the suggestion that an aluminum cup 
be placed oyer Robert's right hand. Shortly thereafter he began sucking the 
thumb of his left hand. This time another aluminum cup was placed over 
his left hand. Then Robert began having tantrums, and convulsive-like be- 
havior tvas also evident. It was not long before he became highly irritable 
and began having sleeping difficulties. Other behavior, some of it clearly 
regressive, also occurred. 

It was learned that the mother had been verj' atrenriv’e and close to Robert 
ever since he was born. Shortly before the thumb-sucking began, she had 
been invited to join a bridge club and she soon began attending meetings 
and making arrangements for meetings, so that she was away from home 
for whole evenings. There was no one to take care of Robert and a baby- 
sitter had been employed, sometimes for two or more consecutive evenings 
in the same week. Prior to this time the mother had rarely left Robert alone, 
and then for short periods only. 

In all other respects the home siniarion bad been fairly good, and the 
relation between mother and child had been quite satisfactory. 

The mother's intense guilt feelings and her anriecj' over her contribu- 
tion to Robert’s difficulties were relieved through discussion of the problem. 
In view of the circumstances, the therapist thought that simple guidance 
might be sufficient to alleviate the situation. It was e.vpJained that the 
abrupt withdrawal of the mother from Roben could have had a traumatic 
effect upon him, that thumb-sucking was a verj’ common affair among 
children at this and older ages, that the rather sudden introduction of a 
baby-sitter and the decreased attention from the mother because of her 
new-found “liberty” and activity might have added to the baby’s difficulties, 
and that the use of aluminum cups to “attack the symptom” not only failed 
to relieve the cause but also increased Roberts frustrations. She %vas ad- 
vised to give Robert considerably more love and attention for a time, and 
then to return to her out-of-home activities on a much more gradual basis. 

TTie mother followed these simple suggestions and reported some uvo 
months later that Robert seemed to be getting along verj' well, that he Was 
eating and sleeping satisfactorily, and that although he sucked his thumb oc- 
casionally, he nolonger bit ir. She felt that Robert was no longer a problem.^* 


THE ANAL PERIODS The primacy of the oral 

zone shifts gradually to the 
anal zone as the child matures. Starting with about the eighth month and 
increasing rapidly during the second and third years of life, the anus, the 
buttocks and surrounding regions and the lower end of the intestinal canal 
assume a nuclear value in arousing erotogenic excitations and in organiz- 
ing the discharge of erotic impulses. The whole anal area, which may be 
said to be the region of the body extending doumward from the sphincter 

The reader will understand, of course, that improvement in adjustment is not so 
easily effected in all cases of “nightmares,” lesdessness, and the like. Such behavior 
may be symptomatic of widely differing psychological and other conditions. The 
case is merely illustrative of regression relat^ to emotional deprivation and of the 
significance of “oral behavior.” 
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of the stomach, is capable of offering highlv intense emotional satisfaction 
^ soon as biological development of the individual has made this possible. 
In the preparaton- penod that increased this excitement, the child passed 
loose aools, and was diapered and fondled or patted on the buttocK It 
mmt be remembemd, too, that the gluteal muscles which participate in 
Ae act of defecanon ate vet}- powerful and mature during this period. 
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If over- or undergratification of the anal modes of behavior occur, 
fixation at this zone will develop. Such fixation tends to produce the triad 
of character traits that Abraham did so much to explain.^- This triad, 
parsmiony (miserliness or excessive thrift), petulance (stubbornness or 
obstinacy), and pedantry (meticulousness, or over-orderliness) is some- 
times referred to as the “3 P’s.” Although these traits may develop from 
other sources, their primary source is in fixation at this level of libidinal 
development. Normal growth and development through the anal phase of 
libido helps to produce sufficient degrees of these traits so that appropriate 
controls are available for later periods of life. Such development predis- 
poses to good habits of work, effective organization, care in saving the 
results of one’s labors, and may lead to effective sublimation in the arts 
and crafts or in other areas of endeavor. 

We have mentioned the possibilities of ambivalent trends during this 
period. If ambivalent trends are present from the oral period, they tend 
to be emphasized. Toilet training inevitably involves some frustration, no 
matter how casual and how timely it may be. The child is expected to 
learn to give up his freedom in expelling or retaining his feces whenever 
he feels so disposed. As a result he experiences some hostility toward the 
adult who is thus a source of frustration. In healthy growth he masters 
this situation by a number of steps. The child’s rage and hostile reactions 
toward the adult who is forcing him (or leading him) to renunciation of 
his freedom in sphincter activity causes him to be perceived first as a 
hostile person. How'ever, if the child expresses his hostile feelings too 
openly he may be deprived of the very source of JoL'e he needs and tvanrs. 
He therefore projects his ow’n hostile w'ishes upon the adult and by this 
process of externalizing the source of the frustration is enabled to gain 
some degree of mastery or control. But since he wishes to be loved by 
the adult he learns to identify with her (or him), that is, to behave as if 
his wishes and the adult’s were tynonymous. He thus learns to mteriorize 
the adult’s wishes. In this process of identification w’ith the prohibiting 
adult the child has gained some additional mastery since he now “per- 
ceives” the prohibiting wishes to be his owm and to be, therefore, under his 
own control. This process of projection and incorporation through iden- 
tification, re-projection and re-identification, and so on, continues until, 
in the gradual process of reality testing, the child gains adequate control 
over his owm anal functions. He continues to modify these incorporated 
characteristics so that they are available to him in a flexible, realistically 
tested manner. They have become part of his ego. It can be inferred that 
unhealthy development may result in severely rigid identification, severe 
guilt, and imsocbisiit. 

Abraham, K., Selected Papers on Psychoanalysis. London: Hogarth Press, 1927. 



94 PSYCHOOYNAMtC DEVEIOPMEN7 


Fault)- progress through the anal period mav predispose the adult to 
mch forms of abnormal adjustment as paranoia and pregenital nmrosis, 
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this situation exists. Typically, he becomes very passive, dependent, de- 
manding, and in some cases hostile and aggressive. Above all, he is unable 
to accept responsibility appropriate to his age and becomes progressively 
more discontent. Levy’s studies” of maternal overprotection provided 
penetrating insights into the effects of such conditions.” 


THE PHALLIC PERIOD The child has now pro- 

(THE FIRST GENITAL PHASE) gressed through three main 

tj’^pes of trauma: birth, 
weaning, toilet training. The most crucial traumatic situation still lies 
ahead; the oedipal confiict^^ Freud was the first to suggest that the way 
in which the oedipal conflict was solved determined whether or not a 
psychoneurosis would develop. There has been some question about the 
univenalitj' of the oedipal conflict in all cultures. The consensus is that 
it is most intense in those cultures in which monogamy is practiced, where 
the society and the familial structure is patriarchal (where the status of 
the father is presumed to be dominant in the family), and where there is 
some taboo on the free expression of sexual impulses. It is questioned 
whether the oedipal conflict, as described by psychoanalysts, occurs in 
nonmonogamous societies and in societies where there is no taboo on sexual 
activity. It may very well be that the intensity of the conflict is far less 
in such societies, but it is doubted that it disappears entirely.** 

We shall discuss first the development of the boy through the oedipal 
period, since this is relatively simpler, and then discuss the oedipal prob- 
lems of the girl. In both cases the phallic period lasts from about three to 
seven years, but the fourth and fifth years are most important for the 
boy, and the fifth and sixth years are most important for the girl, who 
changes at a slower rate during this phase. 

The primary zone for the boy during this phase is the penis or phallus. 
By virtue of his biological development the boy is able to obtain intense 
erotic pleasure from stimulation of the penis, and particularly the glans of 

15 Levy, D. M., Maternal Overprotection. New York: Columbia University Press, 
194J. 

For a review of relevant studies, see- Symonds, P. M., The Psychology of Parent- 
Child Relationships. New York: Appleton-Century-Crofts, 1939; or Symond's more 
recent book: The Dynannes of Parent-Child Relationships. New York: Columbia 
University Press, 1949. See also Brody, S., op. cit. 

Psychoanalysts commonly refer to this as the "oedipal complev.” We prefer, for 
the sake of consistency, to refer to the conflict as the “oedipal conflict” and to re- 
ser\-e the use of the term “complex” for conditions in which the conflict has not 
been resolved successfully and in which a persistent problem remains. 

18 Kardiner, A., The Individual and bis Society. New York: Columbia University 
Press, 1947. 
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the penis. To a lesser extent, areas surrounding the penis arc also eroge- 
nous at this time. Anyone may confirm this conclusion by obser\'ing chil- 
dren at this age when they arc preoccupied with themselves, especially 
during fantasy. Little boys manipulate their penises by various means, 
chiefly manually, and learn how much excitement can be generated by 
sue acthitj, called viastiirbation or onanism. During periods of disap- 
pointment ma^rbator>' activities tend to increase; if masturbation is 
se\erel\ prohibited it will be engaged in clandestinely or the child, if 
overridden by guilt, will regress to anal modes of behavior (becoming 
constipated, for example) or to oral modes (thumb-sucking). In the case 

"'^y see in psvehiat- 

is ““ almost constant, masturbation 

sesual cxcitarin ' “Pn’^nt of the primacy of the penis as a source of 
oT uldnr^T nnlv a period 
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On the whole, life would be fairly satisfactory in the home situation, 
despite its minor frustrations and the ambivalences in the boy, if it were 
nor for the development of the oedipal triangle and conflict. The little boy 
is quite content during the day to be with his mother, to play with her, to 
receive her attention and affection, and in short to be the center of thintrs. 
But in the evening, when father comes home, things become quite dif- 
ferent. Now the mother dev’otes her attention to the boy’s father, she 
may kiss and hug him, and to a large extent she may temporarily “reject” 
her little boy, who in any case is soon told to “go to sleep.” The father 
thus becomes an object of special hokility since he seems to be depriving 
the boy of his intense emotional satisfactions from the mother. Moreover, 
the father is to be doubly feared, for he appears to be a rival for mother, 
because he is much bigger and stronger and because he becomes the 
external representation of the little boy’s own guilt and fears produced by 
his own ambivalences. 

This is the crux of the oedipal situation. Many factors complicate it. In 
the first place, the boy who has identified with his mother has some 
“female” as well as “male” characteristics, because of her traits which he 
has interiorized. In the second place, all children, like all adults, are bi- 
sexual to some extent: the proportion of androgens and estrogens (the 
male and female sex hormones) is never 100% to 0%, and may approach 
equality; the physical characteristics are never entirely male (as one ex- 
ample, the male has a small depression, called the utriculus masculinus, 
in the seminal area which is comparable to the uterus of the female); and 
sexual drives are both intrusive (male) and incorporative (female) as we 
have already seen. In addition, the mother may have some phallic qualities 
of her own while the father may have some “female” characteristics. 
There may be other relatives (perhaps doting grandparents and aunts and 
undes) Jiving irirh rhe family, and there may be sibJings who complicare 
the nature of the relationships, increase natural rivalries, intensify emo- 
tional conflicts and confuse simple loyalties. 

In normal emotional development, the boy learns gradually to identify 
with his father and give up some of his sexually toned identification with 
his mother. In other words, he learns to repress successfully his oedipal 
wishes for his mother and to assume a more masculine role. During this 
period he will more often “act up” in opposition to his mother, become 
negativistic or distant. In attempting to assume a more masculine role, he 
will also greatly emphasize the importance of his penis and other male 
characteristics. For example, during this period boys will often compete 
with each other to see who can urinate over a greater distance or for a 
longer period, or they will play “doctor” or engage in some sexual game 
with girls in which they can assume a male role. 
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In this way the boy leams to renounce his phallic infantile sexuality and 
to move forward toward later phases of sexual development (through the 
latency periods and finally to pubertal and adult sexuality). The phallic 
period is marked by intensive growth in many directions. It is character- 
ized by increasing curiosity and exploration. Locomotion has become well 
developed and can he used in establishing better contact with the world. 
The eyes and ears have assumed their mature functions and have become 
more important in getting to know the widening world of reality. In- 
tellectual development has gone on apace and enables the child to integrate 
his new knowledge and to use it more effectively. And, both at the physi- 
cal and cognitive levels, learning proceeds more and more by integration, 
as well as by the older method of differentiation and individuation. 

We have been assuming that the boy is essentially anxiety-free during 
thjs period of rapid psychosexual growth, and that his parents are mature, 
healthy examples of male and female adults. If these conditions do not ob- 
tain, the process of attempted resolution of the oedipal conflict is vastly 
complicated an oedtpd compki develops, and becomes the “nuclear 
core of subsequent neurone patterns. Even when favorable conditions 
'’'T “ of tormoil and 
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vidual remains fixated in his feminine role. If sexuality is provocatively dis- 
played in the home or if the child witnesses the act of intercourse between 
his parents, the resulting traumas are not only likely to increase seriously 
the anxiety reactions but may lead to various forms of sexual pervxrsions. 
In brief, trauma during the oedipal period produces fixation at this level 
so that adult sexuality is not fully attained and the individual continues to 
get sexual gratification, not in mature and mutually satisfying emotional 
relationships in which cohabitation is only one of the elements, but in 
pregenital satisfactions of one kind or another. An example of this is the 
instance in which the male gets his greatest or only pleasure out of using 
the woman’s vagina for purposes of masturbation rather than for a mutually 
satisfying, total emotional experience in which the climax is reached 
through orgasm of both partners in the relationship. 

When we turn to a consideration of the resolution of the oedipal con- 
flict in the girl, we find the situation more complicated. Like the boy, she 
also identified first with her mother and obtained attention and emo- 
tional gratification from her. Also like the boy, her area of sexual primacy 
has now become the phallus, except that in her case there is no penis but 
rather a clitoris. The clitoris and the surrounding labia have the same 
function for the girl chat the penis has for the boy at this period of de- 
velopment. But the girl has to give up her phallic organization and learn 
to accept a feminine organization in its place. She has to go through one 
additional step which does not complicate the boy’s development. During 
rhe oedipal period, she will learn to identify with her father, as the boy 
did, but then she will have to renounce some of this identification in favor 
of a re-identification with the mother and the role of a woman. She has to 
learn to become sufficiently receptive to assume her feminine functions 
and yet retain sufficient phallic strivings to be actively effective in her 
emotional and sexual relations with men in later years. Biologically she 
has to give up satisfactions of clitoral stimulation (in part) for satisfac- 
tions of vaginal stimulation. 

The girl’s problems are also complicated by nvo other factors. One of 
these is penis envy, for little girls become aware that they do not have a 
penis like a boy, nor do they yet have the compensating feature of breast 
development. The other factor is the total attitude of society which 
complicates the role of the woman who would like to have a career (per- 
haps in competition with men) as well as to be a wife and a mother. The 
interested reader is urged to consult such works as those of Helene 
Deutsch for a more complete presentation of the oedipal problem in the 
female.^® 

19 Deutsch, H., The Psychology of Women. New York: Grune and Stratton, Vol. 

I, 1944; Vol. II, 1945. 
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THE LATENCY PERIOD This period begins at about 

six years of age and ends 
with the development of pubertj’, usually at about 12 to 14 years of age. 
Freud believed that the latenc)' period was inevitable on biological 
grounds, but there has never been a convincing explanation of the biologi- 
cal changes that coincide with this period. More recent evidence indicates 
that there are primitive societies in which there is no apparent latency 
period and that the occurrence or intensit)' of latency in cultures similar 
to our own depends upon the nature of the whole educational process as 
well as of the extant mores.™ It has been shown, for example, that latency 
phenomena are most likely to appear in children of middle and upper class 
parents and that they are uncommon or not intense in children of lower 
cl^s parents. It is possible that some aspects of the latency phenomena are 
reflections on a psychological level of integrations in physiological proc- 
esses and functions, during which better adaptation in a biological sense de- 
velops, and that overstimulation of sexual interests and outlets in primitive 
Sd P’'"'"’'* development of a latency 
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The U’pical defense that is learned and “overlcamed” during this phase 
is reaction formation. This is one of the outstanding mechanisms of the 
obsessive-compulsive neurotic in adulthood. On the other hand, a more 
useful defense tends to develop during this period, that of sublhmtion, 
through which the sexual drives may be appropriately transferred to 
socially useful activities with opportunity for the development of initia- 
tive and creativity. 


PUBERTY AND THE SECOND Pubeity' ushers in the be- 

GENITAL PHASE ginnings of adult sexuality, 

although there may be a 
Jong delay before society pennifs the indii'idual full gratification of such 
sexuality. This period is marked by an intense disequilibrium in the physi- 
ological and psychological spheres and by the e/forts of the individual to 
reduce this disequilibrium to a minimum. In a biological sense, there is in- 
tensification of the sexual drives; there are rapid physiological changes such 
as secretions of sex hormones, increase in the size and sensitivity of sex 
organs, and the development of seconder)’ sex characteristics. In a psy- 
chological sense, there is the emergence of intense sexual feelings, and the 
presence of such contradictory impulses as altruism and egoism, and sensu- 
ality and asceticism. 

In addition to the problems that this rapid change entails there are 
other difficulties. While the ego has developed during the interv’al be- 
m’een the ocdipal and puberty periods, control and direction of the sexual 
drives has not, generally speaking, been equally developed. There is a 
reactivation of old conflicts that were not completely resolved during the 
oedipal period. Society does not permit a truly effective resolution of 
present sexual demands; intercourse before marriage is forbidden; separa- 
tion from the control of parents (who may have their own sexual prob- 
lems) is not possible; many forms of sexual exploration are frowned upon. 

The individual strives, during this period, not only for sexual gratifica- 
tion but also for a sense of independence and of self-esteem. The number 
of avenues open to him for such grow'th is limited by the facilities and 
the mores of society. All of this new learning, difficult in itself, is com- 
plicated by the residues of past learning which may not have been entirely 
proper or adequate. Hence anxieties and guilt may develop rapidly and 
may tend to oversvhelm the ego. The individual may attempt a solution 
by excessive withdrawal or by excessive aggression and other forms of 
rebellion. Some forms of homosexual strivings and homosexual experi- 
ences may make their appearance and may be reinforced or suppressed, 
depending upon cultural and intra-psychic factors. It is difficult for adults 
to understand and to tolerate all this upheaval, and it is difficult for the 
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adolescent to control and to tolerate his tensions and anxieties. The most 
sensitive handling of adolescents is therefore desirable if old problems are 
not to be exaggerated or new ones created. 

The following brief case illustration may indicate how severely dis- 
organized an individual may become under the stresses of adolescence: 


This bo)- was referred for psychological evaluation and treatment because, 
ate age of 14 years 6 months, he was obviously severely maladjusted and 
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nomically, and those used in neurosis and other psychopathological condi- 
tions. The latter require a repetition of the warding-off process because 
the drives do not reach a satisfactory-- discharge-^* This distinction is not 
easy to maintain, since the two types of defense not only shade off into 
each other almost imperceptibly, but the same defense may be used in an 
effective manner by one individual whose ego is well developed, for ex- 
ample, and used pathologically by another whose ego is unequal to the 
task confronting it. 

The general purpose of all defense is to ameliorate an unsatisfactory' 
psychological contUtion. What are the most important of these condi- 
tions? We will remember that an individual would tend to express his 
drives (i.e., to discliarge them) directly and immediately if conditions per- 
mitted. Often, this cannot be done because of factors in the personality or 
in the environment. Sometimes the drives are in opposition to each other 
and some choice benveen them or some resolution of them is necessary. 
At other times the discharge of a drive would result in anxiety because 
of conflict with the superego or with impulses from the ego. (Basically 
these first two ty'pes of conflict represent conflict berween internal im- 
pulses.) There may be no convenient object for the expression of a drive, 
or external factors may prohibit or discourage the expression of a drive. 
(In the latter two cases, there is a conflict berween internal and external 
factors.) 

In any attempt to understand an individual's behavior we must be aware 
of these mechanisms of defense since all behavior represenK an attempted 
integration or resultant of many drives operating at the same time. The 
ego tries to produce integrated and satisfying behavior by synthesizing, 
compromising, delaying, displacing, or repressing these tendencies. The 
learned mechanisms of defense come into operation in this process. They 
arc the means through which conflicting tendencies within the individual 
are brought into some degree of rapprochement. 

We can now see more clearly' what is meant by “dynamics of adjust- 
ment.” This phrase refers to nvo characteristics of adjustive behavior, or, 
more accurately, the way in which we may describe it. One of these is the 
fact that such behavior is always the resultant of two or more competing 
drives. When we describe behavior and the competing drives that lead to 
its development, we are giving a dynamic description. In contrast, de- 
scription of the behavior only, xvithout specification of the underlying 
motives, would be “static.” The second is that some amount of psychic 
energy is expended in the struggle between competing motives and in 
their resolution. A mechanism of defense always uses up some amount 
of such psychic energy. Thus “dynamics” may be understood in much 
the same way that we describe other physical or mechanical operations: 

21 Fenichel, O., Psycboanalytic Theory of Neurosis. New York: Norton, 1945. 
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a Statement of how the cnerg\' in the sj'stem is being used and transformed. 

Anna Freud classifies the “motives for defense” in terms of superego, 
objecm-e conditions, strength of the drive, and the ego’s need for syn- 
t esis. help us to understand these reasons or motives for defense 
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to a neurosis.” It represents an act of unconscious forgetting or of being 
unaware of internal drives and is one of the most prevalent and elementary 
of defenses. It occure not only in this and other neuroses but occasionally 
in the lives of normal people, as for example when a well known fact 
cannot be remembered for a rime. A distinction is sometimes made be- 
tween successful and unsuccessful repression. In the former case the in- 
dividual utilizes siiblmiation (another defense) to discharge the drit^e ef- 
fectively, as when the oedipus situation is resolved successfully and some 
of the surplus energy of the sex drives is sublimated in other than spe- 
cific sexual activities. There may also be repression of material (impulses 
or affects) that was once conscious but is re-submerged into unconscious 
(repression proper as distinguished from other forms, which are known 
as primal repression). In such cases a constant charge of energy is needed 
to prevent the emergence into consciousness of the repressed material 
(this is called counter cathexis). Repression probably occurs as soon as 
there is some differentiation of the ego from the id, possibly earlier. 

Denial Anna Freud did not include this mechanism as a defense since 
it may occur before the differentiation of id and ego.'® It is an “archaic" 
\vay of coping with unpleasant reality by denying its very existence, as 
in hallucinatory thinking, or as in the infant’s falsification of painful stim- 
uli in order to satisfy the pleasure principle. In later life, denial is most 
commonly experienced in the form of screen memories in which the ego, 
utilizing repression as well as denial, substitutes a less painful memory for 
a more painful one, the former “screening” the latter. As can be seen, 
denial and repression are very closely related. 

Isolation This is another mechanism that appears early in the hier- 
archy of the defenses, and is commonly obsers'ed in the behavior and 
especially the thinking of obsessives. It involves the process by xvhich 
the affective (emotional) components of drives are separated from their 
ideational representations. It is the aspect of logical thinking that does not 
permit any emotions “to get in the way.” Fenichel believes that the ge- 
netic basis of isolation is the taboo against touching; an objectionable drive 
is rendered less objectionable by not touching its emotional components, 
or by keeping the nvo parts separate. There are many forms of isolation. 
In general, the patient who isolates has little spontaneous emotion and is 
unable to experience the painful effects of the drives that are warded off 
by countercathexis. In psychotherapy, an attempt is made to help the pa- 
tient reconnect the affect with the ideas that were originally associated 
^vitb them so that the original conflict can be more effectively experienced 
and resolved. 

23 Freud, A., op. cit. 

2* See Chapter Ten, 
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Undoing Like isolatio7ij undoing is closely related to the original drive 
states. As will be seen later, this mechanism is also closely related to re- 
action fowiation. In undoing the indiridual does something symbolically 
opposite to what would be done if the drive were directly expressed. 

ecause it is symbolic, the act of undoing may appear to be the execu- 
non o a similar aCT like the drive itself, but its meaning in the unconscious 
IS, nevert e ^ss, the opposite. To ward oflF the impulse, which is felt as 
’ u" fo “reverse the field,” that is to undo the act 
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^^jl^jeciion The word “projection” is used today in many different 
senses. In the classical sense in which Freud suggested the term, it referred 
to the uncons^us^triburion^ofjrai^^£j^es_orideasjo^io^r person 
o r obiect.lT he term has been extended to include such processes as-con- 
”^f5li5~3ftfIbution of wishes to others or incorrect inferences about the 
behavior of others, because of tJie press of one’s otvn pleasant or un- 
pleasant wishes. In the classical sense, projection is normal during infancy, 
a stage in which the ego “spjts^u^* ^ndesirable ideas or feelings-and-4it- 
rribu ^es them unc onsciously to.othei^But as soon as the ego devdops 
any degree of effective reality perception, the regular-use of^such a de- 
fense is indicative of severe^pathology and is ^und m_ost_commonly in 
paranoid schizo phrenj cs.ffjFreud described the use of projection in a case! 
of hOmo'SxualitvJ^which the painful and unbearabl e impulse o f thejnalJ 
to have sexuaTunion with someone of'the^same’sex'is'handled thus: first 
there is the wish, "I love him’’; then reaction formation res ults in “I hate 
him"; then this affectively toned idea is projected onto the homosexual 
object so that it become5r*‘He hatSTne.” Thus the desired homosexual 
impulse can be defended against by fearing and hating the homosexual, 
object. This mechanism is part of the defense system in paranoid thinking.\ 

Regression This differs from all other defense mechanisms in that 
in this process the ego passively experiences the phenomenon. Regression 
is the return to former modes of behavior that had previously been fix- 
ated. It may occur when frustrations or conflicts prevent the effective 
use of more mature modes of behavior. Thumb-sucking when the child 
feels rejected, after he has passed through the oral period in which thumb- 
sucking is normal, is an example of regression. In such a regression thumb- 
sucking may be done in a more mature manner but the oral mode is used 
once again as a source of pleasure in the face of present frustration. All of 
us tend to regress during periods of severe conflict. The neurotic regresses 
only moderately, although the regression is fairly stable for him. The 
severely regressed psychotic goes all the way back to infantile modes of 
behavjor. 

j^Subllmallon This is the most mature defense and the one most em- 
ployed by well adjusted and creative persons. It would be more accurate 
to speak of the methods of sublirmtion rather than of sublimation as a 
mechanism of defense. There are many paths by which drives may be 
sublimated. In sublimation, in contrast to all other “defenses," the drives 
are fully discharged and no countercathexis is necessajy% Sublimation in- 
volves a change in the object of the drive and a desexualization of the 
drive itself. It can only be accomplished when there is no substantial 
amount of repression and when the ego is sufficiently well organized to 

25 See Chapter Eleven. 
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effect and accept a substitute aim for the drives that provides adequate 
ischarge. The types of sublimation developed depend to a considerable 
extent upon the nature of the society in xvhich the individual is living and 
the values that are deemed important by that society. 
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size of objects appears smaller or larger to individuals depending upon the 
values they have interiorized as a result of their early experiences. Howie^^ 
has presented a review of these studies and their implications. We shall 
refer to the findings of work in this field at appropriate points in our later 
discussion of specific emotional disturbances. 


BASIC DISTURBANCES The way a person habitu- 

IN SELF-EVALUATION ally thinks about himself 

may be thought of as his 
self-esteem. This may be an accurate reflection of his true worth or it 
may be distorted in small or large ways, unconsciously and defensively. 
The concept of self-esteem is another notion which reflects the total, 
integrated way in which an individual tends to function. Anything that 
disturbs the favorable self-evaluation the individual makes of himself tends 
to disturb it in toto. Thus, an adolescent girl may tell you that she is 
worried about a little black mark on her face which she thinks detracts 
from her beauty, but this displacement of her feeling of inadequacy is a 
reflection of her total system of self-esteem rather than a segmental re- 
sponse to a specific and limited factor, as she would have you believe. 
When, in psychotherapy, an individual’s symptoms are modified, more 
than modification of s)'mptoms is likely to occur— the whole personality 
tends to change, too; the self-esteem system undergoes modification. 

We shall see that there are various ways in which a person’s self-esteem 
may be disturbed; some of these rend to be transient and superficial, others 
are chronic and profound. In the light of all available evidence, it appears 
that a person’s self-esteem is primarily a reflection of the way he thinks 
others think of him. Good self-esteem has as its foundation the convic- 
tion that the individual is accepted, is liked, and is able to like others. Any- 
thing that disturbs the libidinai relationship benveen an individual and 
others who are important to him, at a particular stage of life, disturbs the 
self-esteem system, and the disturbance is in proportion to the disturbance 
in the libidinai relationship. The baby needs unconditional love and ac- 
ceptance so that it can begin to develop a sound, basic self-esteem system. 

If the mother overvalues the baby, overprotects him and responds essen- 
tially to her own “neurotic” needs, the baby, and later the growing child, 
is unable to develop a realistic sense of its worth, and instead develops a 
false (i.e., a neurotic) basis for its self-esteem. The baby, in short, has to 
be loved for what it is, not for what the mother 'ivanted it to be. As an 
example of a distorted self-esteem system, there is the case of a man who 
was overvalued because his parents had lost his older brother. Out of 
their guilt about tiie death of this older child, the parents, and especially 

28 Howie, D., “Perceptual defense,” Psychol. Rev., 1952, 59, 308-315. 
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Ehe mother, became overconcemed Yvith the child who was left. He was 
overgratified and overvalued. He was hardly ever able to feel ot test out 
his realistic importance or real value and so developed a distorted, mythi- 
cal seme of his wonh. In the end, his self-esteem was shattered and he 
defensively tried to overcompensate for his loss of self-esteem, requiring 
others to offer him far more respect than he deserved on the basis of his 
behavior, and becoming progressively more dissatisfied with others as 
weU as himself for not being liked enough. 

At the base of a good self-esteem system, then, is an effective libidinal 
relanonship with others. We shall see how sudden loss of the love of the 
fad m Ih l<»s of self-esteem and can even 
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although they may be experienced quite acutely at the time. Others may 
take the form of persistent, maladaptive adjustment patterns. When they 
take the latter form, we speak of psychoncurosis, or of psychosis, or in 
general of severe psychopathology. Our task will then be to discover how 
these conditions come about, what they look like when they occur, and 
what one may do about modifying them. 

We shall see that we have to deal with a complex organism, acting as 
a total unit, although some segment of the unit may preoccupy our atten- 
tion for the moment. We shall examine the conditions which have their 
source within the individual or evaluate the specific cultural determinants 
of the problem, and analj’ze the interaction of these internal and external 
factors. We think it is well to emphasize that while a single factor, within 
or from without the individual, may appear to be the essential or pre- 
cipitating cause of the disturbance, it is the cumulative and integrative 
effect of all of these interacting factors that finally brings about the dis- 
turbed pattern of behavior. We are fortunate if we can single out the 
most significant of these factors and direct our rehabilitative efforts to 
them. Even when we do we are bound to influence many other factors 
that may not be as central, to a lesser or greater extent, and we are bound 
to affect the total person, not only his ^mptoms. 


SUGGESTED READINGS 

In addition to the references cited in Chapter Three, and those cited in the 
footnotes of this chapter, the following readings are highly recommended: 
Alexander, F., Fundamentals of Psychoanalysis. New York: Norton, 1949. 
Hall, C. S., A Primer of Freudian Psychology. Cleveland: World, 1954. 
iVfuWahy, P., Oedipas—Mytb and Complex. New York.' Hermrwge House, 
1948. 

Munroe, R. L., Schools of Psychoanalytic Thought. New York: Dryden, 
1955. 

Thompson, C., Psychoanalysis: Evolution and Development. New York: 
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A book that deals with maturation in human personality and with the prob- 
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almost any stimulus tends to produce the relatively same global and dif- 
fuse reaction of the total organism. (Of course, this is much less true 
toward the end of infancy than it is at birth.) It is a period in which 
Tvalking and speech have not yet developed, in which sphincter and bowel 
controls are absent, and in which emotional reactions tend to be dif- 
fuse. (Even the so-called “primary emotional patterns" described by 
John Watson as fear, rage, and love are not completely and easily dif- 
ferentiated.) It is a period of veiy' rapidly developing mass growth and 
maturation. 

Birth marks the beginning of the period of infancy. It must be re- 
membered that some children are born prematurely and others post- 
maturely. Hence, all children do not start out in this world at the same 
biological distance from conception. This difference in the length of the 
prenatal period has some immediate and possibly some long range ef- 
fects upon the physical and p^chological characteristics of the child. 
In general, prematurely born children are retarded, for example, in phys- 
ical development and are less able to cope with the stimuli the world 
presents. Although they tend to overcome their physical retardation 
within the first six months of life, except for postural control (which 
takes about another year to catch up), the consequences of this original 
deficit at birth may last for much longer periods and may have inter- 
active effects upon their psychological development. There is some evi- 
dence to indicate that premature infants are more irritable, more prone 
to sickness and more dependent for some period of time.* 

It should also be emphasized that the birth process is experienced dif- 
ferently by different children, irrespective of the period of gestation or 
prenatal life. The birth process is traumatic for all children; it means a 
transfer from an internal to an external world where stimuli are far less 
even and cegnhced; it means that the bodyr, and especiaUy', the brain, may’ 
have suffered severe trauma in the act of being born; it means that the 
individual is suddenly forced to breathe and move for himself. These 
“accidents" of birth, as we have seen in Chapter Four, have variable ef- 
fects upon different children, depending not only upon their severity 
and significance, but also upon the constitutional basis already present in 
the individual. 

There also are fairly common defects or deficiencies, not in them- 

' * In contrast to the general finding of retardation presented here is the finding of 
Gesell (Gesell, A., “Behavior aspects of care of premature infants,” /. Pediatr., 1946, 

29, 210) that premature infants tested higher on the personal-social parts of his De- 
velopmental Scale. Two factors base been offered to e^lain this finding. One is that 
the degree of prematurity was taken into conuderacion in evaluating the findings. The 
other IS that these Infants were given conaderably more special care and attention 
than children are usually gi'cn because of the problems their prematurity presented 
or was likely to present. 
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selves necessarily significant, which contribute to the type of subsequent 
development or maldevelopment. By way of illustration, when the care 
of the baby at the time of birth is not adequate, soreness of the eyes or 
redness or swelling and blindness may result. Inadequate attention to diet 
may produce or prolong a condition of anemia. Clubfoot, which is usu- 


ally easily correctible shortly after birth, may remain as a permanent 
deformity if not promptly treated. These defects or handicaps may 
complicate the process of adjustment and even hav'e grave implications 
for personality development. 

It should also be emphasized that the factors of maturation and leam- 
ing (experience) are interactiv'e. Not only does each of these factors 
separately condition development but the stage at which interaction takes 
place is decisive for the further development of some functions. This 
principle was stressed by Freud in his exposition of the zones of primacy 
v.hich affect the way in which given experiences are utilized, and was 
elaborated by Hartmann and others more recently (see Chapter Four) . 

Some animal and human experiments are interesting in this connection. 
Spemann, for example, showed that certain tissue which ordinarily be- 
came neural plate developed quite different characteristics when trans- 
organism before the critical period. He 
a e , IS a critical period when the presumptive neural plate 

becomes determined and will continue to develop into neural tissue de- 
yue Its transplanted location. Transplantation at an earlier stage showed 
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be damaged. In her own words: “An influenrial /actor in determining 
the structural development of one component may be the functioning 
of other structures which are related.” 

These and other studies have been interpreted by Hebb^ to indicate 
the importance of the principle we are discussing. We may summarize 
the issues, perhaps overboldly, by stating that biological maturation dic- 
tates the time when a given structure and its dependent functions be- 
come primary. During this period (the critical period) appropriate ex- 
perience facilitates further development; exercise of this function either 
before or after this period has deleterious effects upon the structure itself, 
upon its developing functions, and upon related functions. In the human 
sphere, Freud believed that the zones of primacy, because of the eroto- 
geneity and organizing capacities at special periods of life, had crucial 
effects upon personality development, depending upon whether or not 
they were given appropriate stimulation. 

As we have seen in the previous chapter, the baby has a nucleus of 
personality at birth. Constitutional and congenital factors contribute to 
the patterns of trends which the young infant manifests and may pre- 
dispose toward particular behavioral reactions unless counteracting forces 
come into play. Whereas some writers, in the past, adopted the over- 
simplified notion that personality was inborn or inherited, we should 
not make the opposite error of neglecting the significance of constitu- 
tional factors as well as the possibilities of some hereditary influences. 
There are. In fact, great individual differences in the behaidoral reac- 
tions of young infants before they have been exposed to cultural and 
other environmental impacts. Babies differ in excitability, nervous “plas- 
ticity,” sensory efficiency, motor capabilities, and the like. The subse- 
quent differentiation and integration of behavior depends in part upon 
these conditions present from birth. 

It should also be noted that all infants go through periods of stress 
and discomfiture. During the early attempts of the organkm to respond 
to the external world in which it has suddenly emerged, and for some 
time iater, many disturbances in harmonious and effective functioning 
occur. All babies tend to have some periods of restlessness, some severe 
emotional reactions, some difficulties in feeding, some gastrointestinal 
upsets. And when babies become ill, even mildly ill, these trends become 
more pronounced for a time. The reactions of the mother to these dif- 
ficult circumstances, her normal concern or her overconcem, her neu- 
rotic anxiety and the like, may produce a concatenation of the effects of 
these early conditions. One might summarize by stating that all babies 

8 Hebb, D. O., The Organization of Behavior. New York: Wiley, 1949. 
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have some “ps)'chosomatic disturbances" which may be prolonged or 
intensified by the ways in which they are handled and cared for. 

In the succeeding sections of this chapter we shall discuss some of the 
more requent or significant tj’pes of deviations in behavior that occur 
dunng the penod of infancy. 
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such rearing are described by Bakwin,»® whose observations led him to 
this summary description of such cases; “A striking feature is their fail- 
ure to gain properly, despite the mgestion of diets 'which in the home are 
entirely adequate [italics ours}. Infants in hospitals sleep less than infants 
who are at home, and they rarely smile or babble spontaneously. . . . 
Infections of the respiratory tract which last only a day or two in a 
home often persist for months in a hospital. Return home results in def- 
ervescence T\’ithin a few days and a prompt and striking gain in weight.” 
Bakwin also lists other effects of institutional care such as apathy, poor 
appetite, frequent stools, and the like. When institutional care is contin- 
ued over a period of months or years, the unfavorable outcomes tend 
to persist for man)' years, perhaps indefinitely. Goldfarb had made a 
number of studies of such children who were placed in foster homes at 
about three years of age and compared their psychological development 
with those of a comparable control group. He found the following sig- 
nificant differences characterizing the institutionally reared children^^; 
deficiency in concept formation; absence of inhibitory functions, so that 
the children were overacrivc and disorganized; the presence of affect 
himger (a condition, described by David Levy, in which there is an in- 
satiable demand for attention and affection); inability to relate emo- 
tionally; absence of normal anxieties and tensions; inferior social ma- 
turity; lower intelligence (the I.Q. was about 28 points lower than the 
“controls”) ; poor relationship with the external world. 

Spitz conducted one of the most important long-range studies of chil- 
dren who were hospitalized for a period of time, comparing this group of 
children with illegitimate children living in a nursery and with children 
living in their own homes. The numbers of children in these three groups 
were, respectively, 63, 170, and 16. The hygienic and medical condi- 
tions in the hospital, or foundling home, as it is perhaps more accurately 
described, were excellent, and in general far superior to the other two 
types of situations. Spitz’ studies resulted in many conclusions of far- 
reaching significance and we shall make no attempt to summarize all 
of them. The most striking general result, in line with what we have 
already presented as findings of other studies, was that the absence of 
maternal care and love was responsible for severe retardation and illness. 
The foundling children showed marked susceptibility to infection and 
to other types of illness after the age of three months. The age of three 
months is significant because the foundling children had been separated 
from their mothers at this age. The other children, both in their own 

If Bakwin, H., “Loneliness in infants.” Amer. J. Dis. Child, 1942, 63, 30-40. 

Goldfarb W. H., “Psychological pmation in infancy and subsequent adjust- 
ment,” Amer! J. Orthopsychiat., 1945. 15, 247-255; ‘The effects of early institutional 
care on adolescent personality,” Child Develptn., 1943, 14, 213-223. 
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homes and in the nuiserj^, were cared for by their mothere. The found- 
ing c 1 dren also were significantly rc^rded in normal autoerotic play; 
the nuneiy children were somewhat retarded and the “own home" chil- 
ren s o^\ ed no such retardation. Another striking conclusion was that 
children who were separated from good viothers developed depression, 
n manj cas^ the deptession was so severe that subsequent attempts to 
provide a mbstitnte mother had no demonstrable effects. Spitz termed 
n condition atmehtw depression. He described the beginning stages of 
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despite excellent nutrition; rumination of food (the inability to retain 
food administered orally); an aged phj’sical appearance due to wrinkled 
skin. The cause used to be thought of as malnutrition or as an infection 
of some kind. However, it was learned that this “illness” occurred in 
hospitals, especially large public hospitals, where there was good medi- 
cal care but insufficient individual nursing and fondling of the infant. 
Without such “mothering,” despite intensive medical efforts to correct 
the condition, the infant did not respond and often died. Marasmus was 
thus seen to be a psychogenic disturbance even though the symptoms 
were predominantly physical. Today, hospitals attempt to move the in- 
fants to foster homes as soon as any immediate emergency is over, and 
even before removal to a foster home intensive nursing and attention are 
provided to forestall the development of the marasmic condition. Of 
course, where the mother is available and is competent to take care of 
her own infant, the child is reunited with her. Marasmus is now uncom- 
mon in this country due to our better understanding of its cause and 
the changed attitude of hospitals in the psychological care of infants.*® 
The significance of early trauma has been corroborated in a series 
of studies by Margaret Gerard.'® Her work stimulated some additional 
research by Mohr and others.'* On the basis of their work, Mohr and 
his co-workers offered some propositions that are so important, although 
for the sake of scientific caution these workers regard them as still some- 
what tentative, that three of them will be quoted here: 

1. During the first year of life, any noxious stimulus, physical or psycho- 
logical, tends to produce a generalized response. It follows that even minimal 
traumata have generalized effect and are experienced as traumatic, impeding 
functional growth and integration, during this age period. 2. Traumatic 
experiences of any sort, during this very early age period (under six 
months?), can be responded to only at the level of physiological, or somatic 
response. . . . S. Pfychahgically, itox/ous or craumscic stiitiuU in early in- 
fancy evoke reactions of physiological disturbancej only with maturation 
can these reponses become more differentiated and object-directed. Anxiety 
initially stems from the disintegrative connotations of the noxious stimulus. 
Later guilt feelings and fear of retaliation or punishment play their role, e.g. 
after establishment of object-relationships. 

16 Some pediatricians do not subscribe to the causal relationship of lack of “mother- 
ing” and marasmus. Spitz's conclusions have been reviewed and critically evaluated 
by S. R. Pinneau, in an article entitled, “Infantile disorders of ‘hospitalism’ and 
anaclitic depression,” Psychol. Bui., 1955, 52, 429-452. and which was responded to by 
Spier in the same journal. 

Gerard, M., “Genesis of psychosomatic symptoms in infancy. The influence of 
infantile traumata upon symptom choice,” in Deutsch, F. (ed.). The Psychosomatic 
Concept in Psychoanalysis. New York: International Universities Press, J95J. 

Mohr, G. J., Richmond, J. B., Gamer, A- M., and Eddy, E. J., “A program for 
the study of children with psychosomatic disorders,” in Caplan, G. (ed.) Emotional 
Problems of Early Childhood. New York: Basic Books, Inc., 1955. 
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BRAIN INJURY AND BRAIN DISEASE Diseases of the brain may 

develop prenatally or post- 
natally. Prenatal factors may be part of an hereditary transmission or 
they may occur as a result of condinons hi iitero or at the time of birth. 
The latter tj-pes of conditions, which arc not hereditaiy, are spoken of 
as congenital factors. Hereditary’ transmission of brain disease is relatively 
rare, although in earlier times it was thought to be quite common. Brain 
injury, as contrasted with hrain disease, can occur during prenatal con- 
itions, at birth, and postnatally. From the viewpoint of etiology' or 
causation we rnay speak of prmiary and secondary factors. The former 
include both inherited and congenital conditions; the latter includes 
A'K ^ conditions that occur after birth. A more recent nomenclature 
erentiates ^dogenous causes (hereditary’ and prenatal) from exoo- 
^ pathological character). 
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serious head injury may produce some damage to the brain, the usual 
falls and other rypes of head trauma are not significant in this respect. 

When diseases of the brain or diseases affecting the neurological 
mechanisms do occur they may have far-reaching consequences. The 
problems of diagnosing and treating these conditions are quite technical 
and are not tvichin the pronnee of this book. We shall discuss them very 
briefly, however, before proceeding to other problems in infancy which 
are of more extensive significance to the general reader. 

One of the outstanding infections is encephalitis lethargica (commonly 
referred to as “sleeping sickness”). Apparently no serious study of this 
condition was made until Von Economo’s report in 1917, during the 
epidemics in Europe. This disease reached epidemic proportions in this 
country in 1918 and was often confused with influenza. Often mild 
attacks of this disease go unnoticed, but the behavioral residuals, such as 
increased irritability, aggression, and delinquency, may be verj’ serious. 
The specific bacceriologic agent responsible for the disease is unknown, 
but a filtrahle virus is suspected. The disease may take many forms and 
may be acute or subacute. It may be ushered in suddenly or slowly and 
may be accompanied by prolonged sleep or lethargy, delirium, various 
eye complaints such as strabismus and nystagmus, or there may be 
muscular contractions ranging from tics to convulsions, or there may be 
postacure symptoms of overralkativencss and hyperactivity. The disease 
has a proclivity for mature organisms but may occur during infancy and 
leave serious neurological and psychological sequelae. Careful psycho- 
logical handling, preferably under the supervision of a psychiatrist or a 
clinical psychologist, is usually desirable. 

Other infectious di«eases that may have widespread neurological 
involvements are wenmgitis, polioencephalitis^ and syphilis. Some forms 
of measles, too, may have serious neurological results. In all these con- 
ditions appropriate attention should be given to the psychological ac- 
companiments and sequelae, and the parents will usually benefit from 
advice and guidance in understanding and adapting to the condition of 
their infant. Unless such a program is available, the infant may suffer 
unnecessary psychological trauma in addition to the physical effects 
produced by the disease. 

The infant may also have convulsions as a result of some minor infec- 
tion. Convulsions occur very frequently in children as a result of their 
low threshold for irritability. They do not necessarily forebode a sub- 
sequent neurological disturbance, nor do they necessarily predispose the 
infant to epilepsy or chorea. Only when the condition is severe or 
prolonged or is complicated by other conditions, especially of an in- 
fectious nature of serious proportions, do convulsions have important 
consequences, by themselves, for the behavioral adjustment of the infant. 
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In this condition, as in many others, the attitude of the parents, and 
especia y o the mother, may be more significant for the subsequent 
personality development of the youngster than the illness itself. Tetany 
'r disorders that may occur in infancy; it is 
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concept:^^ “Mental deficiency is a state of social incompetence obtain- 
ing at maturin’, resulting from developmental arrest of intelligence be- 
cause of constitutional (hereditary or acquired) origin; the condition is 
essentially incurable through treatment and unremediable through train- 
ing except as treatment and training instill habits which superficially 
compensate for the limitations of the person so affected while under 
favorable circumstances and for more or less limited periods of time.” 
It will be noted that whereas the cause of mental deficiency is thus 
defined as “developmental arrest of intelligence,” the condition must be 
judged on the basis of social competence. Thus a diagnosis of feeble- 
mindedness or mental deficiency requires more than an estimate of the 
individual’s intelligence, whether by formal intelligence test or by ob- 
servation of behavior; it also requires a judgment of social adjustment 
which may be obtained through interview, observation of behavior, case 
history, test of social adjustment, or a combination of these. It is also 
important to note that 
the definition says noth- 
ing about the time when 
the arrest in development 
takes place, only that it 
be constitutional. Thus, 
this concept includes 
those conditions that are 
inherited (endogenous) 
and those that are ac- 
quired (exogenous) con- 
genitally or after birth. 

Many authorities dif- 
ferentiate between re- 
tarded mental develop- 
ment and arrested mental 
development. The for- 
mer is a slow or inferior 
developmental rate pres- 



FIGURE 7, Normal, retarded, and arrested 
mental development 


ent from birth; the latter is a cessation or diminution in the rate of mental 
growth due to injury or disease that occurs after birth. Figure 7 dia- 
grammatically illustrates these two concepts, in both of which feeble- 
mindedness may occur.*- 

With the development of standardized individual intelligence tests, 


21 Doll, E. A., “Definition of mental deficiency,” Training School Bulletin, 1941, 
37, 163-164. 

22 Of course it should be clear that there may be arrested development u-ithout 
feeblemindedness. 
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measurement of intelligence became more precise and valid. However, no 
test is infallible. The test employed must be selected in terms of the 
individual’s educational-cultural background, the subject’s full coopera- 
tion must be forthcoming, the test must be administered by an expert 
who understands its limitations and knows how to interpret it, and the 
resu ts must be interpreted in the light of all of these conditions as well 
as ot the subject’s physical condition at the time. It will be noticed that 
\\e speci e an wdh'ldttal test. Although group tests have important 
functions, the diagnosis of mental deficiency is vot one of them. Such a 
the most accurate appraisal by an expert using modem 
scennfic methods designed for individual measurement. ^ 
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exact limits of these categories are not agreed upon by all authorities, 
but we shall follow Terman’s classification since it is based upon his test, 
u’hich is still the most u’idel}’ used test in this country, if not in the 
world. The lowest category of feeblemindedness is that of idiocy, the 
I.Q. being within the range of 0 to 30. Such individuals are usually un- 
able to care for themselves in any adequate manner; they cannot learn 
to dress or even to protect themselves from physical danger. The cate- 
gory just above this is that of the bnbecile. He has an I.Q. in the range of 
30 to 50, Only high grade imbeciles can generally learn to do some read- 
ing or do other academic school work, but they can learn to do simple 
manual tasks and they sometimes develop special skills in some forms of 
art or crafts. The ne.\t higher categorj' is that of the moron. He has an 
I.Q. between 50 and 70 and he is able to learn some elementary academic 
skills, is able to engage in many manual tasks and can even learn to hold 
a simple type of job provided he is given careful training and super- 
vision. Above these basic categories of mental deficiency is the border- 
line level, with an I.Q, in the range of 70 to 75, the limit sometimes being 
extended to 79. Borderline children can usually maintain themselves in 
classes for very dull children in a regular school situation. The upper 
mental age development of a true feebleminded individual at adulthood 
is now usually put at 8 and one-half to 9 years. 

This type of classification of degree of mental deficiency has met with 
some criticism. For one thing, it does not emphasize the fact that indi- 
viduals with I.Q.’s above 70 and below 90 arc also mentally deficient, on 
the basis of this criterion, even though most of them will not require 
custodial care. For another, the distinction between the moron level 
(I.Q.’s between 50 and 69) and both the imbecile and idiot level is more 
important, from the management viewpoint, than the distinction be- 
tween the imbecile and idioc levels. The kttcc caregories are ven- 
likely to require care and treatment in a special institution, but the former 
can often be given special training in schools while living at home. For 
these and other reasons, a committee of the American Psychiatric As- 
sociation has suggested the following classification of degrees of mental 
deficiency: mild deficiency (for those with I.Q.’s between 70 and 85, 
who can profit from a simplified school curriculum and who can often 
make a modest adjustment socially); moderate deficiency (for those with 
I.Q.’s between 50 and 70, who will probably need special vocational 
training and special guidance but who may not require institutionaliza- 
tion); and severe deficiency (for those whose I.Q.’s are usually below 
50 and who will usually require some custodial care). 

We shall now turn our attention to the more common types of feeble- 
mindedness in which some gross physical abnormality or some definite 



126 deviant behavior in infancy 


brain anomaly is present. These types of feeblemindedness have clearly 
discernible physical stigmata, sometimes referred to as “stigmata of de- 
generation.” However, the vast majority of the feebleminded, and es- 
pecially of the borderline feebleminded, do not have such stigmata. Iv 
has been a frequent experience of the authors, when taking their classes 
on visits to institutions for the feebleminded, to note with amusement 
how often students would be amazed at the obviously normal physical 
^pearance of many of even the very inferior mentally defective children 
Often they would mistake a normal child of one of the staff for one of 
the feebleminded inmates because of some superficial or apparent stig- 
tion^' ccaose the child happened to be on the grounds of the institu- 
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Mongols rarely Jive to adulthood, usually dying before the age of 
15 or 16 years. One of the reasons for this is that they have poor circu- 
lation and are therefore extremely sensitive to rapid changes in tempera- 
ture. Poor respiration and inadequacies in gastrointestinal function often 
complicate any illness they may contract. 

The cause of mongolism is still unknown. The two most widely held 
theories of causation are the advanced age of the mother at the time of 
the child’s birth (although mongols have been bom to mothers at all 
ages) and dysfunction of the glandular system. The first theory is stated 
most generally as an “exhaustion theory” so that any cause other than 
advanced age of the mother, such as tuberculosis or syphilis which dis- 
turbs metabolic function, may account for the phenomenon. Disturbances 
in various glands have been held accountable for this condition. Poly- 
glandular therapy has nor been parricularly impressive. As of this mo- 
ment there is no specific type of treatment that can offer any real hope 
in most cases. Another striking fact is that there are cases in which one 
of nvo fraternal twins was a mongo) while the other ^vas not; there have 
been no reported cases of mongolism in only one of a pair of identical 
nvins. So far as the evidence is concerned, a mongol may be bom just 
as readily to normal parents as to abnormal parents. 

Cretinism In sharp contrast to mongolism is the condition of cre- 
tinism, in which the specific cause is well established. This condition is 
easily recognizable within the first four months of the infant’s life. It is 
due to insufficient secretion of the thyroid gland. Two types of cretin- 
ism have been identified— sporadic and endemic. The latter is most com- 
mon in certain areas of the world; in our own country it seems to be 
found most frequently in the Great Lakes region and in some of the far 
western states, which may also be goiterous regions, in which insufficient 
iodine is available in the water or in other sources. The child may be 
born with a rudimentary thyroid gland, or the thyroid gland may be 
absent. In either case, the child is not able to furnish his body with suf- 
ficient thyroxin. 

Cretinism manifest in early infancy is recognized by the following 
symptoms: small stature (dwarfism) accompanied by short, thick legs; 
disproportionately large head (usually dolichocephalic); short, broad 
hands and fingers with square ends; dry and coarse or scaly skin, with an 
edematous appearance; large and often protruding tongue; large and 
bulky abdomen; coarse and scant hair; peg-shaped and chalky teeth, with 
delayed dentition; everted lower lip; half-shut eyes and swollen eyelids; 
low basal metabolic rate and little perspiration; short and thick neck; de- 
layed sexual development; hoarse and strident voice. In personality these 
infants, and later these children, tend to be resistive and stubborn; they 
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lack spontaneity. They are, however, not troublesome in behavior, usu- 
ally being placid and taciturn rather than quarrelsome and aggressive. 

In intelligence, cretins range from the idiot level through the moron 
level and some reach the borderline classification. When the condition is 
severe death may result at an early ai;c, due more to the presence of com- 
plicating conditions than to hypothyroidism. Tf cretinism is untreated the 
condition becomes progressively worse. The physical characteristics be- 
come more pronounced until in appearance these individuals look like 
old, \\ rinkled persons while still in earlv' adolescence. If, however, thvroid 
treatment is instituted early enough, much if not all of the unfavorable 
symptomatology’ can be avoided and the mental level may reach normal 
^ndition. The later treatment is started, the less favorable the prognosis. 
Ho\\ever, it must be remembered that in some cases there may be com- 
p icating defects in cerebral development that thvroid treatment cannot 
correct even if treatment is started early. 
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the possibility that they may die early due to complications from some 
types of illness, but in general they live as long as the nonstigmatic types 
of mental defectives. 

Hydrocephalus This is a condition of enlargement of the head with 
unusual head formation due to the accumulation of excessive cerebro- 
spinal fluid. In rare cases there may be no enlargement in the size of the 
head. The most frequent cause of the accumulation of the fluid is block- 
ing in the circulation of the fluid. This may, in turn, be due to many 
conditions such as tumors, meningeal inflammation, other types of in- 
fection, or various types of trauma. As a result of the blocking the 
ventricles of the brain increase in size, the cortical tissue is thinned and 
atrophied, and there is a diminution in the extent of the convolutions of 
the brain. Other causes of the accumulation of cerebrospinal fluid may 
be too rapid production of the fluid or insufficient absorption of the fluid 
for some reason. Hydrocephaly may occur congenitally or it may be 
acquired later in life. It should not be confused with the simple condi- 
tion of a large head, which may occur in a normal person; in such a case 
there is no excessive fluid and there is no defecr of the brain. 

As might be expected, both physical characteristics and mental at- 
tributes depend upon the amount of brain damage involved, and this in 
turn depends, in part, upon the amount of fluid that accumulates. The 
most striking physical symptoms, other than those already described, are 
prominent frontal and parietal features of the head and disproportion 
of the size of head and face. The amount of mental damage depends 
more specifically upon the brain damage but the l.Q. is generally in the 
range of the mental defective, although it may occasionally reach the 
normal range. Convulsions often occur as part of the clinical picture. 
Optic atrophy is also present in many cases. 

When this condition occurs in infancy, the child is unable to hold his 
head up and may need to have a neck brace. When hydrocephaly is 
present from birth the amount of mental deficiency is likely to be 
severe. 

Afedical diagnosis is difficult and can sometimes be established only at 
autopsy. The diagnosis depends upon the neurological findings. Therapy 
has been attempted by surgical intervention and by special diet to reduce 
the accumulation of cerebrospinal fluid. In general the prognosis is un- 
favorable although some cases do recover. Fortunately this condition is 
about as infrequent as microcephaly, or one per cent or less of insti- 
tutionalized defectives. 

Deviations in behavior associated with precocity in infants Children 
whose l.Q. is above 130 are generally regarded as vety superior, and 
when the l.Q. is above 140 they are referred to as “near genius” or gifted. 
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These defining points for superiority are somewhat arbitrary and de- 
pend upon the criteria one wishes to apply. In any case, the higher above 
130 the I.Q. of an individual is the more superior he is in mentality. 
When he reaches the I.Q. range of 160 or above he is frequently referred 
to as^^ precocious.” Some prefer the term “gifted” and reserve “preco- 
cious to indicate that at the time of evaluation, the individual is above or 
beyond his peer group. In this section our concern is with children who 
fall anywhere in the range above I.Q. 130. 

There are tests of intelligence for young infants, some being standard- 
ized for as young as 18 days, but these tests arc of dubious validity and 
limited reliability. The results obtained at these very young ages are not 
a equate as predictors of later mental ability, nor are the results con- 
Mstent wit the results of later mental tests, except within broad limits. 

reasons for this, but the more important factors are: the 
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Special provisions should be made for precocious children, the attitudes 
of parents and others do more to create severe problems in adaptation 
than does the mere fact of this unevenness in development. 


SUGGESTED READINGS 

Among the references suggested in the footnotes. Kibble’s book, The Rights 
of Infants, is well worth mentioning again. This deals in sensitive detail with 
the psychological problems of infancy. Another work that covers a much 
broader area but also describes in some detail the psychological problems of 
infancy is: Flugel, J. C., The Psychoanalytic Study of the Family. London: 
Psychoanalytic Press, 1921. An excellent statement of the psychoanalytic posi- 
tion on the importance of the parent-child relationship during this stage may 
be found in: Freud, A., “The psychoanalytic study of infantile feeding dis- 
turbances,” in The Psychoanalytic Study of the Child, Vol. II. New York- In- 
ternational Universities Press, 1946. A very interesting compendium of case re- 
ports and of recent research studies may be found in: Caplan, G. (ed.), 
Emotional Problems of Early Childhood. Mew York; Basic Books, Inc., 1955. 
A fascinating summary of recent evidence concerning the personality develop- 
ment of infants, together with very rich case material, is: Soddy, K. (ed.), 
Mental Health and Infant Development, 2 vols. New York; Basic Books, Inc., 
1956. The importance of considering the total det'elopmental picture in apprais- 
ing infant behavior is clearly developed in; GeselJ, A., and Armacrud, C. S., 
Developmental Diagnosis (2nd ed.). New York: Hoeber, 1947. A manual for 
parents containing details about everyday management of the infant and child 
is: Spock, B., The Common Sense Book of Baby and Child Care. New York: 
Ducll, Sloan and Pearce, 1946. A good summary of the normative development 
of the personality reactions of infants may be found in: Shirley, M. M., The 
First Two Years. Vol. 111. Minneapolis: University of Minnesota Press, 1933. 

The following special readings may also be of interest: 

On early bfality testing— Benedek, T., “Adaptation to reality in early in- 
fancy," Psychoanai. Quart,, I9JS, 7, ZOO if. 

On social development in iNPANTS-Isaacs, S., Social Development In Young 
Ch//drcn. New York: Harcourt, Brace, 1933. 

On the varieties of behavior in infancy— Dennis, W., “A description and 
classification of the responses of the neu-bom infant,” Psychol. Bui., 1934, 
31,5-22. 

On mental deficiency- Sarason, S. B., Psychological Problems in Mental De- 
ficiency. New York; Harper. 19 9; Heiscr, K. F., Our Backward Children. 
New York: Norton, 1955; Alaltzberg, B., “A world survey of facilities for 
the institutional care of mental defectives,” Amer. /. Ment. Defic., 1948, 103, 
119-127. 

On superior mental ability— Tcrman, U M., «<»/., Genetic Studies of Genius, 
Vol. 1. Stanford: Stanford University Press, 1925; Terman, L. M., and Oden, 
M. H., The Gifted Child Grows Up. Stanford: Stanford University Press. 
1947; B.arkcr, R- G., Kounin, J. S., and Wright, H. F. (eds.). Child Behavior 
and Development. New York: AIcGraw-Hill, 1943. 
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There is, however, no “natural” or inherent system of classification 
that M’ill serve all purposes equally M*elL If we agree to base our classifi- 
cation upon the symptoms or reactions that individuals show, for ex- 
ample, we shall find that people with the same symptoms have quite dif- 
ferent kinds of problems. In the first place, a given symptom may be the 
result of very different causes or processes. Consider the symptom of 
enuresis (bed-wetting). This may be the result of some physiological 
disturbance on a neurological basis; it may be caused by a severe emo- 
tional maladjustment; it may be a reflection of training practices in 
toilet control in a particular culture; it may be due to a temporary up- 
set in the gastrointestinal functions; it may result from changes in diet, 
fluid intake, or climatic conditions. In the second place, a given symptom 
may have different implications with respect to psychopathology, de- 
pending upon the way the symptom is used and upon the personality 
of the particular individual who is showing the reaction. Further, the 
same symptom may have a different significance at different times in the 
life history of the smte person. For example, thumb-sucking would be 
viewed quite differently in a 3-year-old, in a lO-year-old, and differently 
again in a 16-year-old individual. 

If, on the other hand, we attempt to devise a system of classification 
based upon such concepts as causes, or dynamics, or defense mechanisms, 
our problems are not greatly simplified, if indeed they are not compli- 
cated even more. The same cause may produce different symptoms in 
different individuals with different constitutions, environmental condi- 
tions, or learning opportunities. Moreover, causation is difficult enough 
to determine, in general, for a group of symptoms; it is even more dif- 
ficult to determine in a single given instance. Finally, there is usually 
no single cause for a given reaction; causation is usually complex and 
there may be interactions within the several component causes. 

Many attempts have been made at systems of cfassification ever since 
the basic nosology of Kraepelin was first accepted. Committees of the 
American Psychiatric Association are almost always busily engaged on 
this problem. Research has been directed at the problem, using surveys 
of clinical descriptions, factor analytic techniques, cross-cultural studies, 
and the like. There is no final and completely satisfying solution. More- 
over, the classification system that may prove most useful in studying 
adults may be less helpful in the case of children. 

We propose to classify disturbances in behavior on the basis of ego 
characteristics and functions. At the present stage of our knowledge 
such a classification may enable us to gain a more complete understand- 
ing of behavior than other systems and may enable us to make more pre- 
cise evaluations of the degree of the psychopathology as well as of the 
prognosis with or without treatment. We have seen in Chapters Three 
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and Four how important the properties of the ego are, and have had 
some illustrations in Chapter Five. Other things being equal, the earlier 
t e ego ^ffers damage the more pcn'asive and the more persistent are 
t e resu ting effects upon the ego and upon the entire personality. 

evere trauma to the ego in infancy is likely to result in severe and per- 
sisting psjc opathology. The same degree of trauma to the ego in later 
drastic consequences. Any individual may show tempo- 
•j ^ acute isorganization in the functioning of the personalit)’ as 
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choneuroses. Category 2 is in a medial position. Here, the effect upon 
ego development is pronounced, but there is no essential fragmentation 
or disintegration in ego structure or function. As already noted, the 
severity of the psychopathology in category 4 overlaps all the other 
three Categories. In this categoxy, d^turbance in the ego is thought to be 
due essentially to physical agents. The manifestations of the resulting 
disturbance may be physical or emotional (psychological) or both. 

Each of these four categories is further subdivided into the more com- 
mon reaction patterns. These subdivisions are based upon categories of 
etiology or associated factors. Although the subgroupings sometimes 
coincide with clusters of symptoms (syndromes) because some types of 
etiology are associated with more or less common reaction patterns, the 
causal element is the decisive one In arriving at the subcategory. 

The foregoing remarks are intended only as a brief orientation with 
respect to the problems of classification.' We shall deal with these prob- 
lems in greater detail in Chapters Ten and Eleven. 

TABLE 3. Proposal for a classification of deviations in behavior 
in infancy, childhood, and adolescence 


Category I. Trafuient, adaptive proble^m (Habit and conduct problems) 

A. Problems associated with grou-th phenomena 


B. 

C. 

D. 

E. 

F. 


unevenness in growth 

physical illness or physical deficiencies 

environmental stress 

cultural practices and culture conflicts 

exceptional mental ability or exceptional capacities 


Category 2. Persistent, non-adaptive problems (Primary behavior problems) 

A. Problems associated with psychological trauma or conflict 

B. " It H psychological fixation 

C. " It It psychosomatic conditions 

D. " PH psychoncuroses 

E. " p p characterological conditions 


Category 3. Extreme, persistent, non-aiaptive problenu (Psychoses) 

A. Psychoses associated with affective disturbances 

B. " tr tr schizophrenic solutions 

C. " p p organic, neurological conditions 


Category 4. Constitutional problems 

A. Problems associated with specific brain disease 

B. " p p neurological deficiencies or abnoimalities 

C. " p p miscellaneous bodily deficiencies 

D. Other constitutional inadequacies 


1 The reader who is interested in additional material on the problems and types 
of systems of classification will find the following references helpful: (a) Louttit, 
C. iM., Clinical Psychology (rev. ed.). New' York: Harper, 1947; (b) Kanner, L., 
Child Psychiatry {2nd ed.). Springfield, 111.: Charles C. Thomas, 1950; (c) Hender- 
son, D. K., and Gillespie, R. D., A Textbook of Psychiatry (<5th ed.). London: Ox- 
ford University Press, 1944; (d) Bilbngs, E. G., A Handbook of Elementary Psycho- 
biology and Psychiatry. New York: Alacmillan, 19)9; (e) Ackerson, L., Children's 
Behavior Problems. Chicago: Unh ersity of Chicago Press, 1931. 
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"W e propose now to discuss examples of proldcms from the first three 
categories. Our sampling will not be extensive. We shall select those t>’pcs 
0 pro ems that occur with relatively high frequency or are important 
to an understanding of abnormal behanor. Some of these problems will 
also be discussed in Chapters Ten and Eleven, which deal with ps;xho- 
euros^ an psychoses in adults. (The reader may wish to read the cor- 
enmnW*"^^ sections of these several chapters together to gain a more 
di-jri h ^ integrated conception of a given t\'pe of emotional 
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and automatic systems. This contrasts with the older notion of separate 
dysfunctions of somatic and mental sj’stems.® 

It is not surprising that most children go through periods of distress 
and discomfort and that sometimes the observer may wonder how seri- 
ous these transient phases in development really are. This difficulty in 
differentiating between transient, adaptive attempts to cope with growth 
and deL’elopment problems and those of a more serious and persistent 
nature is made all the more complex by virtue of the fact that even 
“normal" children are likely to display, at one time or another, all or 
nearly all the “symptoms” of the more profoundly maladjusted child. 
One cannot easily make the differentiation on the basis of symptoms 
alone, although one can say, in general, that the more serious the symp- 
toms are the more likely it is that the condition is a serious one. How- 
ever, only a thorough understanding of the individual child, based upon 
a thorough familiaritj’ tvith his life history and circumstances or upon a 
careful clinical evaluation, can permit a definitive evaluation to be made. 

Problems associated with growth During the early years of child- 
hood the physical development of the child is very rapid. He “grows” in 
total weight, in height, in gross musculature, in accuracy of sensory func- 
tions, and in coordination of the various physical functions of the body. 
We have repeatedly emphasized the fact that the “total person” grows 
and that there is a tendency for various structures and functions to grow 
at comparable rates in the same person. This kind of finding has been 
demonstrated in the work of Olson and his colleagues.^ Nevertheless 
there is likely to be some temporary disharmony in the rate of develop- 
ment of these and other aspects of bodily growth. These disharmonies 
may be accentuated by illness, endocrine dysfunction, and other kinds 
of metabolic disturbances. As a result the child Joses some of his integra- 
tive skills and is temporarily upset. If the loss is important at that stage 
of development, the disturbance is likely co produce some defensive, 
adaptive behavior. Then, depending upon the kinds of defenses available 
to him, he will react with some form of “disturbed” behavior. 

As an example of the type of problem we are discussing, let us con- 
sider the problems of a boy at the age of six years who has excessive 
weight. The additional weight makes it more difficult for him to engage 
in the usual activities of that age group. His motor coordinations may 
be affected. He is unable to move as fast or as skillfully as another boy of 

3 Lief, A.. The Conwwnseme Psychiatry of Adolf Meyer. New York; McGraw- 
Hil{. 1948. 

^ Olson. W. C., Child Developinent. Boston: Heath, 1949. See also Olson, \V. C., 
and Hughes, B. ()., “Growth of the child as a whole.” in Barker. R. G., Kounin, J. S., 
and Wnght, H. F. (eds.). Child Behavior and Development. New York: McGraw- 
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his age. He begins to feel inadequate and inferior in comparison with his 
playmates. The other children may make fun of him. He may become 
imtable and moody. At rimes he displays “temper tantrums.” He takes 
out some o his aggression caused by his own frustrations upon his 
parents, e become rebellious and “unmanageable.” In turn, his parents 
react to m uith displeasure and some indications of “rejection.” He be- 
gins to have sleepless or restless nights and may dream a great deal. His 
3bout him and react to him with “overconcem.” Thus is 
mawpn ® of increasing deviations in behavior until some 
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chiJd is basically stable emotionally, the previous status of affairs may be 
reestablished fairly easily. When this is not the case, even a simple 
illness may lead to complicating emotional maladaptations. 

Physical illness may arouse anxiety, and in some instances may arouse 
castration anxiety, especially if it occurs during the oedipal period (see 
Chapter Four). Feelings of insecurity as a result of the physical inade- 
quacy caused by the illness are frequent. When hospitalization or surgical 
treatment is necessary, these feelings may become very pronounced. 
Surgery, or even the possibility of surgery, may be unconsciously as- 
sociated with fears of being punished and mutilated as a result of one’s 
guilty behavior. The possible loss of some part of the body, or the fear 
or expectation of such loss even when this is unrealistic, may arouse 
castration anxiety. Symbolically, surgery may mean to the child that he is 
losing some important part of his body, i.e., his penis. This fear is more 
likely to be prominent in the fantasy of boys during this period, but it 
can occur in girls, too, who fantasy that they have lost a penis and 
may now lose even more as a result of surgery. The evidence for this 
kind of conflict and concomitant fantasy is strikingly indicated in recent 
studies of hospitalization for tonsillectomy. Aluch more research is needed 
to explore the specific meaning of this and other kinds of surgical ex- 
periences, but the findings of Jessner and others® are indicative of the 
severe effects of such emotional experiences in normal and disturbed 
children. Such studies are leading to revised conceptions of appropriate 
hospital and prehospital procedures. For example, emotional preparation 
of the child for the operation, familiarization with hospital personnel 
and facilities, and the presence of the mother before and after the opera- 
tion are factors that appear to have an important bearing upon the child’s 
physical and emotional convalescence. A very thoughtful exposition of 
the relation of bodily illness to emotional development in children has 
been presented by Anna Freud.* 

We have discussed a limited sample of the many problems associated 
with physical illness or deficiency. Some illnesses are more profound in 
their impact upon both physical and emotional adjustment. Any illness 
that severely impairs functions and any illness that requires prolonged 
care and attention is likely to be more significant in such respects. The 
effects of rheumatism and rheumatic heart arc at least as important on 
the psychological side as the physical. The effect of illnesses that may 

® Jessner, L., et al., “Emotional implications of tonsillectomy and adenoidectomy on 
children,” in The Psychoanalytic Study of the Child, Vol. New York: Inter- 
national Universities Press, 19J2. 

* Freud, A., “The role of bodily illness in the mental life of children,” in The 
Psychoanalytic Study of the Child, Vol. Xll. New York: International Uni\ersities 
Press, 1952. 
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cause some disfigurement, even if only temporarily, is likely to have im- 
portant repercussions on the child’s system of self-esteem and his total 
emotional integration. 

Problems associated with environmental stress By environviental stress 
is meant conflict that is induced, in the first instance, by factors ex- 
ternal to the child. Such conditions as sudden change of environment, 
shifts in schools, rapid change m climatic conditions, or sudden adjust- 
ments re<i^ulred to i\e\v or strange people are examples of such external 
problems. Although the emotionally stable child is usually able to adjust 
to such conditions of stress, there is a period of readjustment which is 
difficult and which may become the basis of other and more persistent 
personality difficulties. Such changes require adaptations not only to 
the specific differences m the environment but also to the child’s anticipa- 
tions of how such differences are likely to affect him. The following case 
illustrates such difficulties in a rather dramatic manner: 
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the large number of people who sdmukted him and were almost always 
around, the change in food— all of these were mildly upsetting. In Florida 
things became worse. For the first time in his life, he was introduced to the 
“pastime” of bathing in the ocean, which he seemed to enjoy until the 
rolling waves and, at times, the frantic urgings of well-intentioned “friends” 
of the family that he “try to swim” or “duck his head under water” began 
to panic him. Life at the hotel also strange and somewhat fearful. 
Finally, the long, tiresome ride home on the train, again in new surroundings 
and with many new adjustments to make, upset him still more. For Johnny, 
the whole trip was literally a “nightmare” of strange and frightening ex- 
periences. He began to react to all of this long before the trip was over, and 
his parents became increasingly worried and also a little guilty that they had 
done the wrong thing, feeling perhaps that they might have taken the trip 
out of consideration for their own needs only and neglecting to consider 
its appropriateness for Johnny. 

Johnny needed verj' little psychotherapeutic help, and so his visits to the 
clinic were discontinued after the founh session. His parents needed help 
in understanding their own anxieties and their quite natural concern about 
Johnny’s difficulties. They also were able to profit from guidance in dealing 
with the upset that had occurred. In brief, Johnny’s reactions were entirely 
appropriate to the severe environmental stress to which he had been sub- 
jected abruptly, and the parents needed release for their own guilt feel- 
ings. In Jess than three months, things were back ro normal m Johnny's 
home, and both Johnny and his parents seemed to have overcome their 
difficulties and even to have grown in their emotional relationships because 
of the total experience. 

A large variety of habit disturbances and conduct problems may be 
simply a reflection of temporary environmental stress. In many such 
cases, there is no permanent damage in ego functions or in ego develop- 
ment. Temporarily, there may be regressive behav'ior and other evidence 
of apparently severe psychopathology. The diagnosis concerning the 
severity or lack of severity of the disturbance requires a consideration 
of more than the behavior alone. However, if the disturbance in be- 
havior is of short duration and recovery' is spontaneous, without sup- 
pressive or other disciplinary measures, one can be reasonably certain 
that the problems represent only a transient adaptive difficulty, and not 
a primary behavior problem or neurosis. Since many of these mild prob- 
lems in adjustment are related to cultural practices and to culture con- 
flicts they will be discussed more fully in the next section.’ 

’ An example of the way in which different types of personalities react to the 
“same” cultural stress may be found in a study by Paul Lazarsfeld, “An unemployed 
village,’’ C/jaracter df Personality, m2, 1, I47-1S1. There were yhree different alti- 
tudinal reactions, he found, to the stress of unemployment, the “unbroken" attitude, 
in which the individual grappled with the personal problems of unemployment in a 
constructive way; the “distressed’* attitude, in which the behavior became exag- 
gerated and invobed aggression or rage or despair, with considerable variation in 
these phenomena and others; the “broken" attitude, in wliich resignation and apathy 
were among the principal reactions. 
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Problems associated with factors in the culture As the child develops 
he responds more and more to the demands of the specific culture in 
which he is developing. At the same time he also learns to “interiorize” 
many aspects of this culture. But the problems of development, and of 
psychosexual development in particular, always involve conflict between 
the drives for pleasure and the demands of the culture which require 
that some of these drives be abandoned or at least modified. The way 
in Avhich the culture patterns permit the gradual and satisfactoiy de- 
^elopment of modified yet appropriate ways of satisfying libidinal needs 
appears to be of the utmost importance m the kind of personalin' pat- 
terns developed. Hurt and Miller* have discussed some of the va'rieties 
of culmre patterns and the relevant forms of behavior they seem to 
elicit. Enkson* has devoted an entire volume to a theoretical elucidation 
of this problem. 
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siderable evidence from the research of Miller and his co-workers that 
socio-economic factors and class membership are important determinants 
of types of traits and even of defense mechanisms. For example, lower 
class children are more likely to express their aggression through their 
bodies in fighting and in other gross muscular reactions; upper middle 
class children are more likely to use intellectual and repressive means for 
handling their aggressive drives. In consequence, different kinds of de- 
fenses are learned and different kinds of adult behavior or psychopa- 
thology result in these different classes of society. Again, we insert the 
caution that we are not concluding that socio-economic status or class 
is the sole determinant or even a direct cause per se, but we are saying, 
rather, that these conditions are related to personality outcomes. 

Cross-culture conflicts are also important in this respect. Such factors 
as minority group membership, contradictions in religious practices 
within a community where these become problems in community inter- 
action, rapid change in culture practices from one generation to the 
next, and other phenomena are productive of emotional insecurity in 
some members of the “attacked” group and generate special problems 
in personality adjustment Newcomb“ marshalls ver}* convincing evi- 
dence and argument concerning the nature of these problems. 

It is in the light of these considerations that we should examine the 
prevailing conduct problems of a given child or of a given community. 
Since the parents arc the “carriers” of the culture and are important 
in the child’s reactions to culture conflicts, many conduct problems can 
be better understood as reactions to the culture conflicts in which chil- 
dren arc raised. If the conflicts generated by cultural problems severely 
inhibit gratification of libidinal drives, psychoneuroses or psychoses, 
rather than conduct disorders, may result. The latter can be viewed as 
antisocial reactions or mild asocial reactions in which basic ego functions 
have not been greatly damaged and in which anxiety, when it is present, 
is transient and not pervasive. 

We have already mentioned two of the very common condtict prob- 
leiits that occur in childhood: excessive aggression and excessive timidity. 
Examples of the former include bullying, disobedience, lying, breaking 
things, fist-fighting, stealing, tniancj% using obscene language, and 
cruelty to animals; examples of the latter include sh}'ness, asocial be- 
havior, daydreaming, refusal to play games, wandering away by one- 
self, and inability to show an interest in new people in the environment. 

Of course, each of these forms of behavior may be present in well ad- 
justed youngsters, but they become conduct problems when they are 
present to an excessive degree and when they cause serious concern 

Newcomb, T. M., Sochi Psychology.'Scw York: Dr>'dcn, 1950. 
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to society'. They may also become pathological (ps)'choneurotic) when 
they are part of a severe ego disturbance. 

There are also many hdbit disorders that may be reflections of prob- 
lems in cultural adaptation. Feeding problems and occasionally even 
anorexia (severe loss of appetite) are often related to specific culture 
practices and culture conflicts. Enuresis may be a specific habit dis- 
turbance and may be directly related to the training patterns of the cul- 
mre. Thumb-sucking may be similarly related. Another similar example 
IS nail-biting. Masturbation is very common in children, some authori- 
nes believing that it is universally practiced by all children at some period 
m their lives. Masturbatory activities may be engaged in as a means of 
discharging tensions. They may be entirely sexual in significance, or they 
may have no conscious sexual significance for the child. In addition to 
these factors m their occurrence, masturbation is also intimately related 
pfacticc of the culture. In some “neighborhoods” and in some 
5 c i-h at'on, even public masturbation, is widespread because 
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to illustrate them, and we shall return to a consideration of some of these 
same "symptoms” in the section on persistent, non-adaptive problems. 

Problems associated with exceptional mental ability In the previous 
chapter we presented some data on and discussion of the "mental defec- 
tive.” We now turn our attention, first, to “borderline” children or those 
with I.Q. test scores generally between 71 and 80, and then to “gifted” 
children, or those with I.Q. scores very much above the average. 

Borderline children. These are the children whose intelligence is in- 
adequate for the regular work of the elementary school grades but is not 
so low as to require placement in institutions or special schools for the 
feebleminded. Estimates of the percentage of children who fall in this 
range of I.Q.’s vary from 5 to 10 per cent.*^ 

Borderline children are frequently not recognized until they begin to 
attend school, since their physical appearance and effectiveness are not 
(apparently) significantly different from children with "normal” or 
average intelligence. It is when they begin to take up some of the aca- 
demic subjects in school, especially reading and arithmetic, that they 
are likely to require special attention and are more often detected. Previ- 
ously, they tended to be slower in all developmental indices, such as 
walking and talking, dentition, language development, and so on. How- 
ever, the differences may not have been striking and often went un- 
noticed. Now, in competition with their classmates in formal school 
subjects, they begin to fall more and more behind and as a result be- 
come special problems. Aloreover, because of their difficulties in adjust- 
ing to school work there are concomitant problems in social and emo- 
tional adaptation, and they may become restless in school, perhaps 
becoming truant, and may display numerous kinds of conduct difficulties. 

Many schools use intelligence or classification tests as a means of 
"screening out” such pupils and providing special programs for them. 
Such tests, especially if given in group form, are not infallible and do 
not differentiate all such cases. More often, such children become prob- 
lems of special concern and study only after they have begun to display 
difficulties in their school adjustment (both personal and educational). 
Careful individual study of all such cases is desirable, including the 
services of a clinical or school psychologist and, preferably, a child psy- 
chiatrist also. However, many schools lack facilities for such services and 
have to do with more make-shift procedures. The outstanding reason 
for careful individual study is that there are many possible reasons for 
difficulties in adjustment to the total school situation, and although teach- 
ers are usually highly competent to evaluate factors directly related to 

i^Wcchslcr, D., Mejsurernetit of Adult Intelligence, 3rd ed. Baltimore: W^illiams 
and Wilkins, 1944. 
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school proficiency, they are not trained to investigate emotional mal- 
adaptation or problems of special disabUit>' which are often confused with 
mental retardation. 

Borderline children require special programs of school work and 
specialized teachers rvho are trained to deal with their problems. Whether 
such children should be placed in special classes for retarded children or 
re er specia provision should be made in regular classes involves con- 
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note special kinds of creativity, inventiveness, and originality. They 
may also connote “neurotic” or “peculiar” or “unusual” in the adjust- 
mental sense. These connotations are inaccurate and highly unfortunate; 
some authorities have suggested that they not be employed in technical 
discussions of children with very high I.Q. scores. Instead, it seems pref- 
erable that such terms as “verj-^ superior” and “exceptionally superior” be 
employed. In our use of the term “gifted” we- are not implying any un- 
usual character traits or special talents. We are simply demarcating a 
group with I.Q. scores of 140 or higher. 

When a child obtains an I.Q. test score that is considerably above 100, 
it is less likely to be the result of chance or accidental factors than if he 
obtains an I.Q. below 100. We have seen how very low I.Q.’s may be the 
result of severe emotional blocking, or limited educational or cultural 
opportunities. It is more difficult to achieve a very high I.Q. on the basis 
of emotional maladjustment, although it is not entirely impossible, since 
there are rare cases of intellectual overcompensation and other such “ex- 
traneous” causes. Moreover, since no mental test is entirely independent 
of educational or cultural influences, children may more readily obtain 
higher I.Q. scores, on some rests especially, if their background oppor- 
tunities have been exceptionally favorable. Nevertheless, very high I.Q. 
scores tend to be more valid than are very low I.Q. scores, and are 
very good predictors of educational progress and achievement. Like all 
other extreme scores, they are not highly accurate and have a “probable 
error” (a statistical measure of the size of error due to chance factors) 
somewhat greater than scores nearer the middle of the range. 

It is also well to remind ourselves that intelligence Is not a unitary 
trait. Although inheritance makes its contribution to the occurrence of 
high I.Q. scores in a more complex way than for dominant Mendelian 
characteristics, other factors should not be ruled out. The precise deter- 
mination of the amount of influence of inheritance is one of the disputed 
(sometimes quite emotionally disputed) questions among experts and 
novices alike. Faulty arguments from clinical or research data can fre- 
quently be found in the literature. As one example of this, where some 
wishful thinking seems apparent, perhaps, in eliminating the complexities 
of what is by its nature apparently quite complex, we cite the following 
from a fairly recent and well accepted textbook in clinical psychology, 
in which the author almost always weighs the evidence with great care 
and scientific objectivity:'^ 

While the evidence available indicates that superior children come largely 
from superior families and superior homes, there is as yet little reason for 
using these data to support either a hereditary or an environmental theorj- 

Louttit. C. Al., Clinical Psychology. New Yorks Harper, 1947. 
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Because of its special interest, we should like to present a summary of 
the conclusions of Lera Hollingworth, based on her study of 12 children 
with I.Q.’s above 1 80 (occurring once in about 15,000 cases) and on other 
available cvidence.^^ These children are most differentiated from other 
I.Q. groups in their very superior development of speech and reading 
ability. They present a difficult educational problem because it is so hard 
to meet the challenge of their superior minds while at the same time meet- 
ing their physical and social needs, which are like those of other children 
of a similar age. They need prompt and individual provision for their 
special needs. They are superior in health and strength; they are emo- 
tionally well balanced and of good character; they tend toward leader- 
ship. Unless they are given some help in terms of educational planning 
they are much more likely to become isolated from others and to with- 
draw because of their extremely high intelligence. 

One of the common misconceptions about “gifted” children is that 
they “peter out” so that by the time they become adults they function at 
average or lower levels. Tiie gross inaccuracy of this belief is showm in 
particular by Terman’s studies.’® These individuals, who had obtained 
I.Q.’s of 140 or higher when children, were evaluated when they were 
adults ranging in age from 22 to 37 years. As a group they maintained 
their superiority, showing higher school achievement, greater success in 
professional work, higher than average incomes, interest in avocational 
activities, and good physical and mental health. There were proportion- 
ately fewer cases of “insanity” and other forms of emotional disturbance 
than in the community at large. 

Other studies have corroborated these findings. It Ls interesting to com- 
pare the material gathered by Zorbaugh and his co-workers^® with that of 
Terman in one respect. Zorbaugh’s findings agree essentially with those 
of Terman except in relation to the adjustment of gifted individuals dur- 
ing adolescence. Some of these adolescents showed a decrement in their 
adjustment, productivity, originality, and leadership qualities. Zorbaugh 
was able to point out, however, that the cause of this unfavorable shift 
lay not in the inherent nature of the gifted children but in difficulties at 
home and in particular to maladjusted mothers, many of whom were un- 
able to accept their own feminine role and became overprotecrive of their 
children. He also pointed out that society, being adapted to the “aver- 
age” level of ability, often imposes undue hardships during adolescence 
in particular, when adjustment is fraught with difficulty for most persons. 

IT Hollingworth, L., Children above LQ. ISO. Yonlers, N.Y.: World Book Co.. 19-12. 

T® Terman, L. M., and Oden, M., op. irfr. r t,i 

10 Zorbaugh, H., Boardman, R. K., and Sheldon. P.. ‘Some observaaons of highly 
gifted children,” in Witty, P., The Gifted Cbi/d. Boston: Heath. 1951. 
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PERSISTENT, NON-ADAPTIVE PROBLEMS Psvchoncurotic children 
(PRIMARY BEHAVIOR PROBLEMS) show all the manifestations 

of adult neurotics and, in 
addition, have certain sj'mptoms peculiar to their own age level. Like 
adult neuros^, their behavioral reactions involve some persistent alteration 
in ego functions and represent an attempted resolution of persistent con- 
flicts. As we have noted in an earlier chapter, conflicts may arise benveen 
superego drives, or benveen id drives and realit)’. 
fl- \ Three for a more complete account of these types of con- 
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nate physiologic disturbances of the autonomic or visceral systems in 
which a psychoneurosis is present. It might be clearer if such patterns were 
called “organ neuroses,” “psychosomatic neuroses, or “psychophysio- 
logic neuroses.” 

Psychosomatic disorders are often confused with hysterical disorders, 
especially since both are psychological conditions, but they are distin- 
guishable in that the latter have a specific, although unconscious, sym- 
bolic meaning for the individual. For example, a cardiac disturbance may 
be produced by anxieties and other tensions; it "H'ould be a psychosomatic 
condition if the disturbance were the indirect expression of these anxie- 
ties through which some of the blocked affect or emotion (such as a need 
for dependency gratification) were expressed; it would, however, be a 
conversion hysteria if the heart attack had a specific, symbolic and un- 
conscious meaning such as a sexuaHzed wish for death. The former condi- 
tion is then due to the general dammed-up state of the emotions which 
find some indirect expression through some body organ, whereas the 
latter is a direct and symbolic expression of some unconscious wish. 

Fenichel further classifies psychosomatic reactions into three subtypes; 
affect equivalents, in which the physical expression occurs without the 
corresponding mental or psychic expression (in a cardiac condition the 
heart expresses physically the need for love and gratification but the in- 
dividual is unaware of this); physical changes that result from toxic in- 
fluences (as in hypertension, in which a chronic tension state is translated 
into the body language of tension state but the individual is unaware of 
his psychic tension, only his physical tension); and physical results of 
unconscious attitudes (as in gastrointestinal disturbances, such as peptic 
ulcer, in which there is a change in organ function due to unconscious 
attitudes). 

Although these conditions are essentially psychological in origin, as 
noted above, there is usually a predisposition for the use of the particular 
organ affected, as well as some psychological reason for selection of the 
organ. This notion is called somatic compliance (and was introduced by 
Freud) to indicate that this predisposition is based upon the previous his- 
tory of that organ. Before the psychosomatic condition developed, the 
particular organ, which later becomes involved, may have been injured, 
become infected, or may have been the focus of undue emotional concern. 

We shall discuss two types of psychosomatic (psychoneurotic) com- 
plaints that are fairly common within this broad catcgoi^^ allergic re- 
actions and ulcerative colitis. Other types of psychosomatic reactions do 
occur in childhood, but consideration of these may be postponed until 
discussion of the topic in Chapter Ten. 

Bronchial asth?na. This is a condition in which the physical manifesta- 
tions involve difficult)' in breathing, wheezing sounds in breathing, cough- 
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ing and expectoration. Some authorities maintain that there must always 
be a physical element in such cases, some kind of allergy or some offend- 
ing protein. In many cases of asthma no such allerg)' can be demonstrated; 
when an allergy is demonstrated, it must be treated medically at the same 
time that psychotherapy is instituted. Even when there is an identifiable 
allergy, however, the emotional factors are ver)' significant in the onset 
of the condition and in the reactions to it. 


Certain asthmatic children experience the attack only in certain loca- 
tions. This often gives rise to the false belief that some pollen is directly 
responsible for the attack and fruitless hours are spent in trv’ing to dis- 
cover what there is about the “place” that brings on the attack. There 
is ample clinical evidence to show that such “places” are frequently ones 
where the child has already experienced anxiety or other forms of 
emotional excitement. In some cas& when the people in the place xvere 
changed (as when the mother or a sibling left), there were no further 
attacks. It has therefore been concluded that it is the evtottonal constelk- 
tion provoked by a place, more than or entirely aside from its physical 
aspects, that is the responsible and essential agent. 

In general terms, this emotional constellation involves emotional inse- 
curity and anxiet)' In more specific psychodynamic terms the attack 
e suffocation, which is represented psychologi- 
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parents would help to initiate such attacks because, for many reasons, her 
hostile drives would also be reactivated by her grandparents. 

Ulcerative colitis. This is a more serious psychosomatic disturbance 
than asthma and may end in death if not treated carefully and properly. 
Symptomatically it is like a severe gastrointestinal upset with diarrhea, 
loose and yellow stools, rectal bleeding, and loss of weight. It is accompa- 
nied by an inflammation of the colon and by ulcers and raised body tem- 
perature, The parasympathetic system is involved. 

The gastrointestinal tract is a very common focus of emotional disor- 
ders. In mild emotional upset, constipation or diarrhea may occur rather 
frequently in adults as well as in children. This part of the bodily system 
involves the intake, and particularly the expulsion of food contents. It is 
not surprising that in severe emotional maladaptation with considerable 
anxiety the gastrointestinal tract should be involved. There have been a 
number of specific psychodynamic explanations of ulcerative colitis. The 
core of such explanations is that the individual is fearful of attack by some 
feared “object” (i.e., person) and the expulsion of the stool represents 
retaliation and destruction against the attacker. Whether this specific psy- 
chodynamic explanation ^vill withstand the scrutiny of further research 
remains to be seen. 

Treatment involves both medical attention, sometimes surgery, and 
intensive and prolonged psychotherapy.^* 

Problems associated with psychoneuroses We shall now discuss nvo 
Common types of psychoneurotic conditions in children. Following this 
^ve shall deal with two behavioral disorders, reading disability and stut- 
tering. 

Anxiety states. Anxiety states are very common among children. 
Anxiety reactions are quite likely to occur during periods of separation 
from parents, as, for example, when children go to camp for the first 
time. They may develop when there is rejection by some important adult, 
when there is criticism from a well-Hkcd teacher, or in similar psychologi- 
cal circumstances. When they persist long after the specific situation giv- 
ing rise to them is no longer present, and when they arc accompanied by 
changes in the functions of the ego, so that more immature defense mech- 
anisms are adopted and regressive behavior becomes prominent, they are 
likely to be psychoneurotic in character. (See Chapter Ten for a more 
definitive statement of the criteria of a psychoncurosis.) 

Anxiety rarely occurs bv itself. It b often accompanied by depression, 
and frequently compulsive reactions gastrointestinal upset, and other 
somatic reactions occur. In anxiety states, however, anxiet)- is the caitral 

=1111050 and other ps>xliosonianc condimms miU be discussed jji greater detaU in 
Chapter Ten. 
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symptom. As has been made clear in our previous discussion of the sub- 
ject (in Chapter Three), the anxiety reaction is diffuse, the causes are 
essentially unknown to the individual, and the psychic behavior (the 
anxieu’) is a dancer signal— some impulse cannot be gratified and there is 
danger that the impulse will be released. There are also secondary gains 
from the anxieU’; the pain of the anxiety seix'cs as atonement for the feel- 
ings of guilt and the anxiety reactions bring reassurance from the parents 
and others that the child is needed and liked. 

The core of the psychoneurotic anxiety reaction is likely to be an un- 
resolved oedipal situation. The child is fearful that he will lose his love- 
object (i.e., his mother). He feels this fear intenselv' because of his libidi- 
nal drives for erotic attachment and gratification as well as because of his 
guilt over such desires. At the same time he fears retaliation from his 
father and simultaneously wants to get closer to him. Hence a stressful 
situation x\’hich symbolizes being rejected or being separated from one’s 
love-object activates or reactivates the oedipal anxiety. Often, the at- 
tempt to work out this conflict is dramatically represented in dreams 
which may be accompanied by nightmares. These dreams are often terri- 
fying in intensity and in content, with the child being pursued by some 
terrible giant and being cut up or mutilated. Sometimes the child dis- 
places some of the aaxiety by a phobia (a fear of an object or situation, in 
^^hich the real cause is disguised). Freud presented what has become a 
c a^ic explanation of a case of anxiety and phobia in his discussion of 
little Hans.« ^ 


Psychotherapy, often of relatively brief duration, can be very helpful, 
ometim^ the parents as well as the child would benefit from such help- 
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ously to become more mature and somewhat more independent. These 
compulsive mechanisms are useful at this stage if they do not overLvhelm 
the ego and become the child’s master rather than his serv'ant. They serve 
the transitional period between the oedipal stage and the second genital 
stage in that social conventions are appropriately “interiorized” and subli- 
mations of impulses arc developed. They help to overcome feelings of 
helplessness and smallness. They arc often integrated into fantasy systems 
to serve such functions. 


Some children develop reaction formations against their compulsive 
trends and become ver^' hostile, stubborn, and argumentative. If kept 
within reasonable limits these, too, serve the function of growing up, and 
are usually given up readily unless they are accompanied by great second- 
ary gains or unless the basic insecurity system is markedly developed. 

When a compulsive neurotic reaction develops, which is especially 
likely when children cannot master their liosrility toward one or the 
other parent, the compulsive behavior interferes with ev’cryday adjust- 
ments and is insufficient to allay the anxiety. Such children then tend to 
develop the same kinds of reactions that are characteristic of adult com- 


pulsion neurotics. 

Psychotherapy is usually quite helpful with such children. It involves a 
release of their real feelings and the development of solutions that are 
more mature chan was possible previously. 

Reading retardation and reading disability. ^Ve are including these 
topics in our discussion of primary behavior difficulties because reading 
disability is so often a manifestation of a basic emotional maladjustment. 
The act of reading, whether oral or silent, is so complex that it is sensitive 
to many factors that influence the total adjustment of the individual. 
Reading difficulty is therefore an excellent example of symptomatic be- 
havior w hich may have its roots in many and quite different kinds of 
conditions. We have stressed the central importance of the emotional 
adjustment in this highly skilled form of communication noth the world 
(the taking in of and the transmission of meaning through verbal sym- 
bols), but other types of causes ate also present. Many causes may com- 
bine and interact to produce the defect in reading. 

We should be careful, at the outset, to distinguish between reading re- 
tardation and reading dtsability. The ttvo terms have often been "^ed inter- 
changeably and confusion has recited. Smet y speAmg, reading retarda- 
tion defers to the fact that the child’s reading level is inferior to that of his 
chronological age or his school grade. Thus a child of 10 
reading iLl is only 8 years is said to be retarded in reading. Whether 
or nofhe has a disability is another matter. The retardauon may ha e 
nothing to do with defects or deficiencies in the child. ^e du= “ 

such fLors as starting school late, failure to obtain reading instruction. 
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absence from school due to frequent moves of the family from one place 
to another, etc. These factors are external to the child. Reading retarda- 
tion may occur in a child xvith superior intelligence as well as in one with 
average or inferior intelligence, due to factors of the kind we have listed. 
Moreover, there may be retardation in some, but not all, aspects of read- 
ing due to such factors. For example, a child may have reading compre- 
hension equivalent to his age level but his speed of reading may be 
retarded; or he may be adequate for his age level in silent reading but defi- 
cient in oral reading. In all of these cases, however, nothing in the child 
as produced the retardation. Rather, there is some factor e.xtrinsic to the 
V'll ^3de it impossible for him to acquire the necessary level of 


Some writers add another condition to the designation of reading re- 
tardatwn as distinguished from reading disability. They say that a child 
reading level is roughly equivalent to his mental 
when hi ^ below that of his chronological age. It is only 
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which emphasizes the discrepancy between potentiality and ability’, also 
emphasizes the great diversity of causes, both physical (or more fre- 
quently sensoty) and psychological, that are responsible for this condi- 
tion. 

Usuallv more than simple disability in oral or silent reading is likely to 
be present. For instance, there may be accompanying restlessness and 
irritability, anxiety or feelings of inferiority, aggressive behavior or feel- 
ings of inferiority, other conduct problems, and there may be shyness and 
timidity. Although it is not easy to decide which of these or other ac- 
companying conditions are causes and which are results, the fact is that 
they often accompany the specific reading disability and are part of the 
“syndrome” or reaction pattern. 

There are three main groups of causes of this condition; physical de- 
fects or diseases, inadequacies in the learning experience, and factors in 
the emotional and social adjustment of the individual. Our concern with 
the first nvo classes of causes will be brief, but we wish to consider in 
some detail the third class because of its relevance to our subject. This 
does not mean that a physical or learning difficulty is not important but 
only that we shall focus our attention on the commonly neglected and 
often vital cause— the child’s maladjustment. 

Among the physical causes, visual defects arc of great importance. 
However, despite a common belief to the contrary, partial loss of vision 
(such as moderate myopia or nearsightedness) is not significantly related 
to reading disability.^o Severe myopia is an important factor. F^awighted- 
ness (or hypermetropia) is more important in causing reading difficulties. 
The significance of astigmatism (blurred vision) is not really clear and, 
in general, is probably far less than may have been previously thought. 
Ottr defects of vision, such as poor fusion (improper integration of the 
separate images of the nvo eyes) and poor balance of the eye muse es, are 
ckarly related to reading difficulties. These defects may themselves be 
the reLlt of other factors that are not physical m character. There are, 
of course, other visual disturbances related to special neurological condi- 
tions, but these are relatively rare. In any f 

necessary to eliminate this factor as a responsible agent m reading disa- 

^‘‘iraddition to poor vision, there may be other difficulties in using the 
/ resu ts of poor reading habits but 
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Evaluation of such problems can be made by school or clinical psycholo- 
gists. 

Other sensor}’ defects may be responsible for reading problems. Of 
these, auditor}' difficulties are probably next in importance. These are not 
likely to be as important as visual defects, but if they are severe and espe- 
cially if the method of teaching reading emphasizes phonetics they may 
produce considerable deficienc}’.^ Of course, auditor}' deficiencies are 
likely to be more important in 'oral than in silent reading. Children who 
have serious hearing loss need special methods of teaching to compensate 
for their difficulties. 


A number of neurological conditions may interfere with the develop- 
ment of reading skill. Chorea, encephalitis^ and other neurological dis- 
mrbances or diseases may directly and indircctlv interfere with the learn- 
mg or reading. 
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reading and school work in general. He often acted “dreamy” and was 
slightly depressed and withdrawn. He was a pupil in a small class in a very 
good private school. Someone on the school staff had suggested that Mark 
had strephosymbolia because of his word reversals. (Strephosymbolia refers 
to mirror imagery' and was not a charactistic of Mark’s perceptions. Reversals 
in reading arc falrlv common among beginners.) It was also thought that 
Mark was vcr\’ disturbed cmotionallv and was thus unable to leam to read. 

Examination at an educational clinic showed that Mark had an I.Q. of 
105, and that his adjustment had been satisfactor)’ until shortly before his 
reading difficulties began. It was learned that the average I.Q. of his class 
xvas about 126 and that the teaching of reading was based almost entirely 
on silent reading methods and was paced at a very fast rate. Mark had no 
phvsical or psychological disabilities. The home adjustment was excellent. 

On the basis of the entire case study it was thought that Mark was unable 
to learn to read in this particular school situation because his mental capacity, 
although well within normal limits, was significantly discrepant from the 
average of his class so that he was unable to keep up with the class and to 
profit sufficicntlv from the methods of instruction used in that group. During 
the summer he ’was given some individual coaching in reading. He learned 
some simple skills and developed self-confidence again. He was then placed 
in a class for average pupils in another school and made a good adjustment 
to reading and to the social situation. His unfavorable behavioral character- 
istics soon disappeared. 

We conic now to a discussion of the third category of causes of read- 
ing disability-factors in the emotional and social adjustment of the pupil. 
These factors have been clarified by a number of clinical psychologists 
and by some psychoanalysts who have studied and treated such cases« 
Any behavior difficulty and any neurosis may manifest itself, in part, m 
difficulty in learning to read. When the act of reading arouses certain 
symbolii reactions (such as fear of looking, repression of the ^pulses 
involved in curiosity, feelings of guilt, repressed aggression, and the lAe) 
the blocking in the area of reading may be very severe. In general such 
emotional problems as the following are likdy to be "'’0>= 

or in part, for many eases of reading disability fear of 
treme sibling rivalry, fear of social situations. 

ings toward authority ambivalent reacnom^to^ of 'certain wirds or 
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emorional and social adjustment of the individual may cause such difficul- 
ties. In turn, difficulties in learning to read mav act in circular fashion to 
incre^e feelings of inadequacy, lower self-esteem, and thus increase the 
emotional-social maladjustment. The following successfully treated case 
illustrates how a well incapsulated fantasj* of rejection and strong sibling 
n^alIy dismrbed not only reading but the general effectiveness of the 
individual in all learning situations: 


"'"f “-" '11 .likable boy of almost 12 voars tvho was doing 

academic school subjects, and especially in reading. In 
reading level was about second grade and he was only 
fifth spelling, and composition. He was in the 

Almost til? in a small school, with small classes. 

^ ^ a«demic work was done individuallv. He seemed quite 
inferinr. comprehension and common sense seemed definitely 

in the \\orld'^p^°n ' " ith respect to affairs in his communin' and 

the other harid he *bout most educational matters. On 

teams. He had been trk and got along well on class and school 

I.Q w« u^aTk ® ‘>f individual intelligence tests and his 
going as high as 75^or 76^ ^ low as 65 and sometimes 
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emotional and social adjustment of the individual may cause such difficul- 
ties. In turn, difficulties in learning to read may act in circular fasliion to 
increase feelings of inadequacy, lower self-esteem, and thus increase the 
emotiona -social maladjustment. The following successfully treated ease 
1 ^trat^ ow a well incapsulatcd fantasy of rejection and strong sibling 

• reading but the general effectiveness of the 

individual in all learning situations: 
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was Hnll. t. L . school, hsfripn^, Ur. . h. 


— -tut uiuaiJV aoout 70 * • - 

going as high as 75 or 76 as low as 65 and sometim 
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abtloT'’. bis thera^utic inter.-iew5 

e%elop these more* full reactions and in | 

5* It turned out that he had 
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rejected by his family, and especially by his father, ever since his illness ac 
the age of 5 years. He bchc\ed that he was not wanted and that he would 
^ sent away again some day. He had developed many fantasies in this area. 
He hated his brother who, he believed, had displaced him in his father’s 
afie^ions. He disliked his mother because he felt she pitied him and was dis- 
satisfied with him. He had an intense ambition to become a football coach 
like Knute Rockne” but he knew he could not succeed “because you have 
to go to college to become a football coach." 

On the basis of these and other data, intensive psychotherapy was begun. 
It developed that Stan was severely repressed in many areas of his emotional 
life. After a few months he began to “warm up" to the male therapist and 
many of his feelings toward the members of his family were clarified and 
Worked through. He recovered many memories of earlier years in which he 
re-expcricnced his disappomtincnts and frustrations. With the help of the 
therapist, the family began to take more interest in Stan’s ambitions in foot- 
ball and his father made some effort to get closer to him, even taking him to 
some college football games. During therapy, his remedial instruction was 
discontinued for about a half year until his resistance (on an unconscious 
level) was dissipated. Stan gradually began to blossom out, almost to “thaw 
out." At the end of a little more than twelve months of therapy, he was re- 
tested and he obtained an l.Q. of 128! He had begun to read on his own, 
and was then given remedial work when he asked for it. Within the same 
period he was able to progress to founh ^rade reading, with indications that 
his impeovetneae in reading was progressing more rapidiy than had been the 
case at the beginning. During the following year he had caught up to and 
surpassed his own age level in reading comprehension and his school work 
became progressively easier for him. He also learned to get along better 
with his brother who had developed some real admiration for his formerly 
"dull brother.” 

This case is admittedly an exceptional one, but it highlights the severe 
disability that can develop on the basis of psychological maladjustment. It 
also illustrates how even the intelligence test scores may be markedly 
lowered by the same factors. It indicates that simply offering good reme- 
dial help in reading is insufficient if the causes of the block are not dose 
to the surface. Stan was suffering from a severe psychoneurosis whose 
major behavioral manifestation was in the sphere of resistance to learning. 

In some ways, unconsciously refusing to learn enabled him to embarrass 
and humiliate his father who was seen as an enemy, as were all authority 
figures (school teachers and the like). The specific focus of his disability 
on reading had many psychological meanings which we have nor at- 
tempted to elucidate in this short case presentation. 

Stuttering. Stuttering is another eraniple of a behavioral disturbance 
with a multiplicity of causes. Very fre(juently it is part of the symptom- 
atology of an individual with a persistent disturbance in ego functions 
(in other words, a primary behavior disorder). Occasionally it is attribut- 
able to other conditions. Although the symptom is a speech defect, the 
difficulty, generally speaking, is more likely than not to be a personality 
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pro em. Moreover, there are secondary effects upon the personality of 
t e stutterer because of the difficulties presented by his stuttcrinc: in many 
personal and social situations. 

r I'r ^ “ disturbance in the ability to speak “rhythmi- 

thJ' ^ be fluent in many situations and stutter only in 

on j reasons, very disturbing to him. He may stutter 

fluent in others. He may stutter in speech but be very 
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” pronounce the next part of the word or 

faring. In our culture, stutterintf *'*’portant in the prevalence of stut- 
per cenf develop in childhood, 

ir h is nonexistent n population. In other 

amn^ ^^P°^ed by Johnson rh nonexistent. For example, 

nun"^ ■' American Indians ^ practically no stuttering 

nutation, and where, aecoX^’t^ k" little attention I paid to pro'- 
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" Owedatfe,. Nesv York: Hatpef. 
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much more frequent in boys than in girb (at least three times as fre- 
quent), and is much more common among men than among women. Any 
factor that delays speech development tends to increase the possibility of 
stuttering. Many children who stutter in preschool years overcome this 
problem by the time of or during the early school years. The personality 
of stutterers is often, although not inevitably, “rigid” and overinhibited, 
and the mother tends to be a dominant, anxious, and perfectionistic indi- 
vidual. In relation to the mother, the father is Hkely to be submissive and 
passive.^® 

One of the theories about causation of stuttering that was widely ac- 
cepted for a time, but now appears to be lacking in support, especially 
among speech experts and other clinicians, is that of Travis®^ who believes 
that stuttering is caused by a lack of dominance of one hemisphere of the 
brain over the other. There is a region of the brain in the frontal lobe, 
called Broca's area, which is closely connected with the control of speech. 
In Travis’ view, a failure to establish neural dominance in either the right 
or left lobe, due to a variety of internal or external causes, inevitably 
produces stuttering. When there is no definite dominance, according to 
Travis, conflicting impulses from the two sides of the brain produce the 
dysrhythmia known as stuttering. Orton has elaborated a similar view.®* 
There is corroboratory evidence from the electrical recording of brain 
potentials, with electroencephalograms, to show that there are, indeed, 
differences in the excitations of the brain in stutterers and nonstutterers. 
Such evidence does not prove that these phenomena are the cause; they 
may just as well be the result of emotional dbturbances from other causes 
that also distinguish the electroencephalic record of emotionally disturbed 


children from others. . . , . . _ 

Closely related to this theory of brain dominance is the theory that 
conversion of a child who is namrally left-handed to the use of the right 
hand results in stuttering. This theory rests on the assuniptiou that the 
dominant hand is a valid criterion of bnun dominance (so that left-handed 
children have a right cerebral dominance, and vice versa for right-handed 
children) and that disturbance of the natnrd handedness produces con- 
flicts at the neural level which are manifest in stuttering. Although 
conversions are often accomVanied by stuttering, “ 

... ... £ I., -snH-effect deduction. In the first place, the 

indicates, this is a faulty cause-and especially, the suddenness of the 

psychological trauma (the may produce an emo- 

conversion), and not the simple tact or / r 


=0 V.U Riper, C, Slul.eria,. Chicago: Nauonal Socieo: for Crippled Children and 
Adults, 1948. Mew York Appleton-Century, 1931. 

Nonon, 1937. 
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tional upset that may in turn be manifest in stuttering. This conclusion is 
borne out by several studies in which large numbers of children were 
converted from left- to right-handedness ivithout developing stuttering. 
In the second place, there is evidence that people can convert from one 
hand to the other, or become ambidextrous, if disease, accident, or occu- 
pational requirements are involved without stuttering. In the third place, 
and most importantly, a person usually has mixed sidedness, and the hand 
dominance is not necessarily indicative of the brain dominance. A person 
may be right-sided for some hand movements and not for others, he may 
be predominantly right-handed but dominant in the use of the left eye 
and left foot, for example, and other mixed conditions arc likely to ob- 
tain. iMoreover, the complex act of speech does not depend upon move- 
ments of parts of the physical mechanism that arc one-sided, but typically 
depends on the simultaneous innervations of various muscles of the body 
(m diaphragm, lungs, tongue, lips, and the like) which arc controlled by 
both sides of the body. 

recently, learning theorists have attempted to explain the de- 

Nclopment of stuttering on the basis of - * ' ' 


specific learning experiences. 
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particular sounds have a pattern. Sometimes, particular 

pccial and perhaps symbolic signifi- 
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cance and arc the focus of the speech disability. Sometimes stuttering is 
part of a complex, authoritarian personality constellation. In all such 
eases, the stuttering may be thought of as a prcgcnital conveision. 

One point should be very clear. Tlic problem of stuttering is a com- 
plex resultant to which many different types of causes may contribute. 
Therefore there is no single type of treatment for all such persons, and it 
is desirable that all such persons should have the benefit of a comprehensive 
clinical evaluation before auy extended treatment plan is undertaken. 


EXTREME, PERSISTENT, NON-ADAPTiVE PROBLEMS 

Problems associoled wilh schizophrenic sololions (childhood "schizo- 
phrenio") The tern, “schizophrenis" in the heed.ng of 
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dition in which certain pathologic , a psychosis is con- 

delusions and hallucination^ ^n psy 
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his “breakdown” is so different in ^P““ Id Potter) are dubious 

of child psychiatry same. Kanner suggests the term 

over whether the condition is re y .. . • children when there is 

earfv infantife anrimi- al rp^n" ftom “e first year of life, 

a “disability to relate” to people that is p 
aaKa„„„. L., C.iV. V.yr,..r„ 2nU cd. Sp™.g<iv.d. I..-: a.arles C. Thomas, 
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in children should be re- 
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mental conditions in wliiclt inconsistent but pronounced maternal re- 
jection is the rule. The mother or “mother surrogate” is overprotective, 
ovcrsolicitous, aggressive and, above all, markedly ambivalent. However! 
we can agree with Bradley that "the cause of schizophrenia fin children] 
isunknown.”^^ 


Theories of the etiology of schizophrenia are discussed in Chapter 
Eleven. Wc may anticipate one aspect of this discussion, however, be- 
cause it is particularly germane at this point. This concerns the phe- 
nomenon of anxiety in childhood schizophrenia. In such cases anxiety is 
usually a central and an outstanding characteristic. Whether the cause 
of the anxiety is based upon some constitutional “weakness” or predis- 
position in some cases, as some authorities maintain, or whether it is in- 
duced by trauma in the interpersonal experiences in the life of the child, 
m most or all cases, is a moot point. In any case, the child shows anx- 
iety of an overwhelming amount. It seems likely that such massive doses 
of anxiety produce a serious alteration in the capacity of the ego to deal 
with reality and tend to impair “permanently” the integrative capacities 
of the organism. If this is the case, schizophrenia may then be con- 
ceptualized as a reaction of the child to the perceived, and constantly 
present, catastrophic threat that the world holds for him. The symptoms 
of schizophrenia may then be understood as part of the withdrawal from 
this world together with restitutional attempts, usually sporadic, to come 


to grips with the world.®'’ 

Treatment of schizophrenic children was once thought to be of little 
avail. Today the attitude is much more hopeful. Generally, such treat- 
ment is best given in a psychiatric hospital for children, in sanatoria 
where cottage-type and family-like settings can be maintained, or in 
special schools where the children are boarded and receive intensive 
psychotherapy in a “total environment" in which they can feel accepted 
and gcadually “come out of their shells.” It is likely that those cases which 
develop suddenly, for example directly after acute psychological trauma 
or after a severe, infectious illness, will respond better and more rapidly 
to treatment. In' contrast to these cases with acute onset, the prognosis 
and treatment results appear to be much less favorable for those cases 
with a gradual onset, in which it is almost impossible to say definitely 
when the disturbance began. If at all possible, concurrent treatment or at 
least guidance for one or both parents is desirable. One of the outstand- 
ing eLmples of a carefully planned program of treatment for schizo- 
phrenic and other seriously disturbed children may be found in Bettel- 

35 0 d) ’ C Schizophrenia in Childhood,r^evryoi\i\ MzcmiWzn, 19^1. 

f.’tir.- M S “On childhood psychcisis and schizophrenia: Autistic and 

36 See; /‘l. . ’hosis,” in The Psycbomalytic Study of the Child, Vol. VII. 

^mbiotic in P > Unitersities Press, 1952, pp. 2fi6-J05; Bender, L., “Childhood 
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hem’s fascinating accounts of the arrangement at tiie Chicago Ortho- 
genic School.^' ° 
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Dealing with psychodynamic development in Chapter Four, we 
traced the growth of the personality through the second genital 
period (puberty and adolescence) and derailed the ways in which 
libidinal development expresses itself. Now we shall emphasize 
some of the high points of this theory as they apply to adolescence 
and then deal with three major types of problems that are especially 
important during this phase of development— sexual problems, 
aggressive behavior, and educational difficulties. The following sec- 
tion on psychological adjustment considers first, however, general 
developmental problems during this period. 

PSYCHOLOGICAL ADJUSTMENT Puberty ushers in a 

IN ADOLESCENCE period of intensive 

growth in both the 

physical and psychological areas. There are rapid physiological 
changes in which hormonal activity is very pronounced and there are 
developments of striking secondary sex characteristics. These phenomena 
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mentTv him "'ouM in and of themselves require rcadjust- 
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ways of expressing his drives through sublimations. As his intellectual 
curiosity and creativity develop he becomes interested in philosophical 
questions and in religion; he engages in much more fantasy and in abstract 
thinking. He becomes interested, again, in hobbies and occupations. He 
may become especially absorbed in reading about the life of, to him, “im- 
portant” persons. 

It is not surprising tiiat adolescence is a period during which many 
fonns of deviant behavior develop, some new and some recapitulations 
of previous forms. The adolescent may manifest all the disturbances of 
younger children, plus all the disturbances of adults, except those depend- 
ing, in part, on the aging process itself.* Very often his temporary mal- 
adjustments arc mistaken for neuroses or even psychoses; often there is 
spontaneous recovery. Less frequently he develops a true neurosis or 
psychosis. These are similar in most respects to those of the adult, which 
we will discuss at length in Chapters Ten and Eleven. We shall therefore 
concern ourselves primarily with those problems that are Tclattvely specific 
to the adolescent period.- 


PROBLEMS IN SEXUAL ADJUSTMENT 


Unless the adolescent has 
passed through the previ- 
ous phases of his psychosexual development without severe frustration and 
fixadon, he is likdy to develop neurotic personahty solutions during this 
period To the extent that he finds his environment still suppressive, ’ so 
that he is denied adequate opportunity to engage in some exploratory 
activity in the sexual area and to attempt to work through rather than 
inhibit sexual expression in any direct form he is likely to develop a 
neurotic solution. It should be emphasised that the injunction control 
yourself’ or “learn to repress your urges” may succeed only too well on 
the overt level, if applied with great seventy, but does not lead to an ade- 
quate resolution of the conflicting forces, nor drives eliminated 

Aerebv Instead, direct sexual activity may be inhibited, but clandestine 
or autLotic sexual activity may take its place, or neurotic or schiso- 
phrenic withdrawal may ensue. D^nmbed semal drive unless there has 
Len effective gradually developed, and appropnate sublimations, means 
that the conflict has been displaced to another level and ,wt that it has been 
riolved. Instead of reduced sexnal activity there may be excessive sexual 
interest and activity as a consequence of faulty rKolution. Finally, there 
Tay be perverse sexual behavior as another type of nialadaptation. 

, c- /-u .Of T« elve for a discusaon of the aging process. 

5i“S’’Scussion of the complex and mKnse psychological phenomeua of 
adolescincc may be 
of Livifig <rev. ed.;. 
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Diminished sexual drive The usual psychological background of 
adolescent psychoneurosis in which diminished sexual drive is a central 
feature is one of severe repression of the individual's sexual interests and 
behavior. In such persons, development during the latency period is likely 
to have been characterized by excessive conformity, restriction of spon- 
taneit)', reaction formations against the expression of any hostile trends 
and consequent cxccsiice “goodness,” cleanliness, thriftiness, and ordcrli- 
n^. Sexual cunositj- in such cases was not acknowledged or experienced. 

Alasturbanon w as probably tried but suppressed. 

Following puberty, the emergence of intense sexual feelings results in 
previous anal fixation and very limited 
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withdrawal, early forms of asceticism, preoccupation with “intellectual” 
problems, and so on. 

At the psychological level, older and more infantile mechanisms come 
into greater play. Besides denial and repression, isolation, reaction forma- 
tion and projection assume a greater role in the emerging hierarchy of 
defenses. Such defenses are still more likely to be rc-cmploycd if used 
previously or if current social-cultural conditions favor their use. Current 
social practice, for example, especially encourages the use of these de- 
fenses in the middle class socio-economic group. 

If the defenses assuage sufficient guilt and reduce anxiety sufficiently, a 
temporarj' “truce” may be established and the individual may appear to 
be relatively well adjusted. Closer inspection will often reveal that the 
“truce” is an uneasy one: school work may have fallen off, peculiarities of 
behavior (such as tics or mannerisms) may have developed, excessive day- 
dreaming or moodiness may have occurred. The prognosis is not very 
favorable. In many cases a frank outbreak of an adolescent psychoneurosis 
may occur in which anxiety states, depressions, and compulsions are com- 
mon. In more c.xcrcmc conditions, or with a background of rejections in 
the child-parent relationship, obvious schizophrenic solutions may occur. 
It should be emphasized that psychopathological solutions are marked 
extremes and are not the usual outcomes of transient, adolescent dis- 
turbance. 

The reader will have noticed that in the discussion above, the reference 
was to male adolescents. The specific conditions will differ for girls, but 
the psychodynamics of these conditions are essentially the same for them 
except that they are more prone to moodiness and depression as central 
features in their psychoneurotic solutions. 

Excessive sexual drive Increased sexual interest and activity are char- 
acteristic of adolescents in all cultures in which there is no severe or 
complete prohibition of such behavior. In some cultures the increase in 
sexual behavior from before to after puberty coincides with the full shift 
from the role of a child to that of an adult.® In all cases, increased sexual 
activity often becomes the “carrier of other problems; that is, other 
conflicts are easily displaced onto the sexual sphere and are then more 
readily expressed through this medium. 

Conflicts may be seen, therefore, to be an almost inevitable result in 
the change from prepubertal to pubertal and adolescent behavior because 
the new roles required by increased sexual drive have not yet been 
learned or well established; because some frustration is inevitable in the 
delay before adult responsibility' and independence are acquired; and be- 
cause much new information and personal experience must be acquired 

3 Alead. M.. M and Female. New York: William Morrow, 19-19, 
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before the solutions are available in appropriate form. It is only when the 
problems of excessive sexual interest or activity are so intense that they 
o\er\\helm or sigmficantly disturb normal ego functions that they be- 
come abnormal. Psychoneurosis or even psychosis may be part of such 
abnormalities.” ^ ^ 

Fears about one s inadequacx% or the more intense castration anxiety, 
quent j ea to increased sexual activity. Such an increase is an at- 
tempt, through compensation, to remove the “fear,” or to prove one’s 
adequacy. Adolescents may vie with each other in getting dates; in seek- 
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likely in the case of the male and U ;n accord with the social conceptual- 
ization of his “aggressive” role. Moreover, the solution to one’s uncon- 
scious oedipal problems may require that one seek sexual union with a 
partner through whom the hostile feelings toward the parent of the 
same sex can be indirectly discharged. It also often happens that the hostile 
and competitive drives toward a parent lead to the same end— expression 
of this complex sec of needs through a more “adequate” record than one’s 
parent is able to achieve. 

If the sexual problem is part of a psychoneurotic personality, then some 
form of psychotherapy is desirable. Such therapy is not easy because of 
the simultaneous dependence of the individual upon his parents and his 
therapist and because of the still evolving ego which may be very fearful 
of (and thus too poorly motivated for) therapy. Nevertheless, therapy 
should be attempted, even if completion of the therapeutic program may 
have to wait until the individual is more nearly an adult, in realistic fact, 
Often the adult who was seen for a few sessions while an adolescent will 
remark about the greater ease he has in accepting psychotherapy because of 
his previous experience with it. Even when there is no neurosis, some 
form of guidance or counseling is desirable to enable the individual to 
resolve his problems more completely and to avoid any unnecessary and 
possibly harmful effects of his experience upon himself and his family. 

Perverse sexual behavior The term “perverse” is used here to con- 
note sexual behavior in which the mam pleasure is derived from some 
partial aspect of the sexual act, or more specifically from some “fore- 
pleasure” rather than from true genital pleasure. Although it may be pos- 
sible for “perverts” to achieve orgasm, such genital activity is dependent 
upon gratification of some special “fore-play” which assumes the primacy 
that should belong to genitality, as such. Thus, Freud spoke of sexual 
perverts as those who had regressed to some form of infantile sexuality.^ 
Such persons feel pleasurably impelled to engage in the perversion as a 
means of gaining sexual satisfaction. It should be emphasized that the 
criterion for distinction betxveen a pervert and a non-pervert is that the 
former seeks the fore-pleasure as the main goal, while the latter may use 
the fore pleasure as part of the movement toward the achievement of 
ffenital primacy and a mature interpersonal relationship. Thus, the use 
of fore-pleasure is nomial and not, by itself, a means of distinguishing the 

two classes of behavior. • u u u u e 

There are many forms of sexual pen'crsion, but all have a number of 
L Thcv are compulsive in nature; although they 

common characteristics. . • iT j t-u • ^ u • 

arc pleasurable, they are not engaged in by deliberate or conscious choice; 

= Freud, S, Introductory Lecture, to Fsyebotuudyti,. New York; Boni, Li.eHght, 
1920. 
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rather, the individual cannot obtain gratification unless he commits the 
perversion. They are also spoken of as behaviors resulting from “partial 
u^cts” rather than “instincts"; by this is meant that the infantile aspects 
oT the s^t dnves are the motivating forces in the behavior, and not adult, 
^emta nves. Individuals showing sexual perversions arc similar to the 
npuhe neurottci or impulse psychopaths (see Chapter Ten). They suffer 
2 nd from many repressions, their 
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ings, underwear (especially women’s underwear in the case of male 
fetishists), articles of jewelry, and such parts of the body as hair, feet, 
and ears. The most common cause of the fetish appears to be a castration 
type of anxiet)', due to severely traumatic experiences of a sexual nature 
in early childhood. The displacement from the genital object to some 
other object Tvhich symbolically represents it makes it easier to deal 
with sexual urges and to retain a repression of the painful experience. 
Fetishists frequently report “screen memories” during psychotherapy 
which can often be traced back to some earlier experience in which 
sexuality was seen in a terrifying manner. 

Voyeurism is a sexual perversion in which the desire to look has re- 
placed the primacy of the desire for genital sexual experience, m toto or 
in part. Voyeuristic tendencies are common among adolescents and may 
be understood as part of an attempt to master anxiety under safer con- 
ditions of pleasurable sexual excitation than sexual congress would in- 
volve. They are frequent, too, among adulK® and should not be called 
voyeurism, as such, unless genital primacy is absent. They are especially 
common as part of the fore-play in normal sexual behavior. Like fetish- 
ism, voyeurism is due to anxiety associated with traumatic sexual ex- 
periences, and by replacing the sexual act with merely looking at the 
sexual object, it serves to allay anxiety about its terrifying nature and 
additionally gives erotic pleasure under conditions that appear to be 
much safer. 

Exhibitiouwu is thought, by psychoanalysts, to be the result of castra- 
tion anxiety that Is so great that the person constantly needs to reassure 
himself that he still has his sexual organ (or power) by exposing it and 
experiencing the traumatic reactions of others. The exhibitionist thus 
gains not only sexual pleasure through the exhibitionistic act, but also 
punishes others (causes them anxiety) to make “them” atone for his own 
anxieties. During puberty and early adolescence, and even in earlier 
periods (especially the phallic period), exhibitionistic acts are common- 
place and do not have the same significance that exhibitionism does when 
it occurs in an adult. 

The phenomena of sexual sadism (gaining erotic gratification through 
inflicting pain on the sexual partner) and sexual masochism (gaining 
erotic pleasure from having pain inflicted upon oneself by the sexual 
partner), and of sado-masochism (in which both of these characteristics 
are present) are highly complicated forms of perversion, the theories of 
which will not be presented here. In general, they may be thought of as 
forms of behavior designed, in a roundabout way, to allay castration 
anxiety Mdd degrees of such tendencies are not uncommon, especially 


Ubid. 
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as reactions to frustrations or partial frustrations during sexual activity 
in its broadest sense. In these phenomena, again, we may note the fusing 
of sexual and aggressive impulses. 

Fellatio is a perversion in which the oral zone is used as the primary 
area for sexual gratification. Tendencies toward such behavior and oc- 
casronal instances of such behavior occur in presumably normal adults.' 
When such tendencies occur during ndolcscence, they may be the result 
ado W P™bahly more common than actual fellatio among 

exploratory development of the adolescent in his search for sex maturity. 
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(Lombroso) or that they possessed distinctive physical characteristics 
(Hooton) have been amply disproved. As a group, they do have below 
average intelligence, but delinquents are to be found in all ranges of 
intelligence. As a group, they tend to be found more frequently in slum 
and “transition areas," but they are also found in all types of urban and 
rural areas. In short, there arc many possible causes which separately or 
in combination may result in delinquent behavior. Of course, delinquent 
behavior may take nonaggressive as well as aggressive fonns.^^ 

The types of reactions represented by delinquency may be grouped 
into three main categories: (1) delinquency that is a reflection of the 
socio-cultural patterns of a particular neighborhood or group (some- 
times designated as “sociopathic”); (2) delinquency that is a reaction 
against deprivation and frustration; (3) delinquency that is an expression 
of a personality disturbance which may be profound or relatively super- 
ficial. Most commonly, an admixture of these three types is found in a 
given case, and usually the last type is the central or at least an im- 
portant contributing part of the picture. A more detailed breakdoxvn of 
the kinds of delinquent acts has recently been furnished by Kuhlen and 
Thompson.*® They speak of avoidance of an unpleasant situation; sub- 
stitutive and compensatory activity; compensation for inadequacy feel- 
ings; expression of revenge attitudes at a conscious or unconscious 
level; exhibitions of defiance of authority; response to thwarted “in- 
stinctual urges”; an expression of a wish for punishment. Other classifica- 
tions have been proposed, but ail of them still have inadequacies in that 
the separation of types or causes is neither universally agreed upon nor 
based on adequate research evidence of “uniqueness." 

Presumably the “typing” of delinquency should be related to either 
causation or dynamics. With respect to the former it is best to think of 
delinquency as a “behavior” and search for its meaning in the particular 
case. With respect to the htter, when it is a personality problem one 
has to understand the nature of the particular personality difficulties. In 
neurotic delinquency there is frequently a history of rigid parental train- 
ing or the other extreme of overindulgence. Occasionally, the main 
feature in the familial background is the inconsistent but perfectionistic 
standards of the parents. In such kinds of delinquency there is usually 
poor ego and superego development.” Sometimes the delinquent may be 
a schizoid or a psychotic personality. When he is either neurotic or 


12 ThP results of an intensive study of psychological and social factors in de- 
linquency is reported m: Glueck, S., and GluecJ^ F. T.. VJirpvehng }uxeji>le Delm- 

G!'aSTh^mpSn!G7^ of Human Develop- 

Aspects of Jitvemle Delinquency. Geneva: World Health 
OrgantzaVon Monograph Senes, 1951. 
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psychotic he is likely to experience little pain or conflict about his be- 
lavior at a conscious level. Occasionally, delinquency is associated with 
bram injury or epilepsy or other primary physical injury or disease, 
enera y e mquent behavior occurs in environments in which there 
ave een frequent examples of delinquency in others. For this reason, 
Lr generally unsatisfactory conditions of the home 

verv 1 ^ ' ,1 socially and psychologically), treatment is 
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plctc cessation of sedation of any kind and the complete removal of dietary 
restrictions, the arracks did not recur. 

In Jimmy’s ease, the epileptic attacks seem to have been his main way of 
expressing his conflict about his hostile and dependent wishes, and the solu- 
tion of this problem produced a cessation of the “need” for such “infantile” 
reactions. 


PROBLEMS IN EDUCATIONAL There arc relatively unique 

ADJUSTMENT problems in educational- 

vocational adjustment for 
the adolescent. During this stage of development differentiation of edu- 
cational and vocational goals becomes more pronounced. Selection of 
appropriate schools, courses of study, and vocational goals becomes very 
important, even though only decisions of a general kind, such as the 
choice of a vocational, comn>erciaI, or academic program, have to be 
made. Quite often the choice is dictated, explicitly or subtly, by parental 
needs and desires rather than by the adolescent’s own interests and abili- 
ties. Parents tend to “live out their own lives” in the lives of their chil- 
dren, sometimes 5ho\ving tjiis trend quite openly and at other times being 
overtly permissive but subtly very persuasive. In such families, the adoles- 
cent is likely to have developed a phobic attitude because of his fears of 
expression of hostile, and later sexual, impulses. 

It is quite common for adolescents to “lose anibition” quite suddenly. 
When this persists, it is not likely to be due to distractions of the adoles- 
cent alone. It is likely to be part of an unconscious resistance against 
parental wishes. This may take extreme forms, as this example shows; 

A very bright college student, whose self-made father was insistent that 
his son should have the best education and achieve an excellent college rec- 
ord was unable to study although he tried, and he could not seem to profit 
from expert tutoring that was made available to him. He flunked out of 
college In therapy, he became aware, for the first time, of how resistant 
he was to his father’s arbitrarily imposed aims, despite good intentions, and 
was able to chart another and more suitable program for his professional 
education. 

Such phobic conditions (conditions in which there appears to be an 
inhibition of the will) are more common than one may suspect, although 
they may not take such severe form. Nevertheless, when they arc pres- 
ent they^ are indicative of difficulties in some aspects of character forma- 
tion and may require intensive psychotherapy for their solution. 

Another common problem is that of inadequate intellectual ability for 
the increasingly difficult school work under conditions of increasing 
competition. Many children who have about average intelligence are able 
to master the program of the clcnicntaiy school hut hnd the high school 
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COUKC much more difficult, higely- because they lack sufficient mental 
a 11^. ^ such cases, proper educational and vocational guidance may 
e verj e p ul and may avoid many secondary' problems (experiences of 
faijure and feelmgs of inadequacy) that might otherwise result. 
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and counseling should not be“tZim™er‘* ^ educational guidance 


SUGGESTED READINGS 
In addition to the refer^n/.-.. • . . 

f Hugel, J, c., TbffZbn" the following are of 

“The unconscious 

■tuenc)'. Ncw'Svra^llfi’’--'''-- Univeisiq- 

• Talc University Press, 1936 ' Light on Deltn- 






Now THAT WE HAVE sUTveyed some of the problems of deviant be- 

1 childhood, and adolescence we shall turn our 

rnrio" to meLds of dealing wnh them. The reader who is interested 

, . J.^mination of the aims and nature of psycho- 

tL'm/wtlTfind Chapter Thirteen useful for these purposes. In this 
therapy 

cSerltions in child ^chotherapy and to examine a number of 
methods of treatment. 


scniitRE We noted, in Chapters 

ps?Iho“oJicai assistance f‘:;"ri®rktoroft" 

. • ■ Uphavior and various kinds of maladjustment. It should be 

viations in oenaviu 
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clear, then, that different procedures will be required for each of these, 
considerable overlap in the specific techniques 

In general, when the difficulty being experienced is external to the 
c lid, or when, in other words, it is produced by some sort of stress in 
the environment, the point of attack should not be the child himself but 
environment. For example, when the school situation is too 
1 cu t or too easy for the child, the solution may simply be to find an 
e ucational environment that is appropriate for the child’s abilities. This 
ptQcedure called “educational guidance.” In 
shift th r ■ ^ i require some orientation to the nature of the 

educational in ^ anned; he may need some help, emotional as well as 
in accenting change; and his parents may need help 

no SmL i "'“‘"g'- i" there h 

characListie ways of 

suitable in terms of thT child’'^^^"®^ - ^ c^mronment so that it is more 
of “change” wTdo nor " ' When we speak 

place and placed in another’it 
adjustment in a given place ’are altLd’-'’^ 

effective utilization. make for a more 

_ When the problem is one of t. • 

simple mental hygiene measures ^ temporary nature some 

required. Such help may be orovidM and may be all that is 

may be that some relative can f tinderstanding teacher, or it 

by a school psychologist or hv t. ^ l- parents may be aided 

and accept the temporary difficnlt’^^^n learning to understand 

hers of his family may^proffi from mcm- 

problem and measures may be taU ^tmple discussions about the 
to provide a more suitable routine or *^heve the stress temporarily, 
'C- mental hygiene approach annl^T^^”^ activities, or the 

or m the community, STof T - th; home, 

* f/"''’'P'™ing of the program sTt " Participation of the 
and to^'^^ ^re involved f ^ better understanding, 

cloLeT°'' *' “"JMons for dMcultifs 

7 - — 

They mav hr* Measures that ^°“gh appropriate changes 

-d c„rntct, «n.eT Psychotherapy. 

only provide an -i,, r of the chiM’ ’ ^ ^'m some 

> i rovtde an an.cl,„tati„„ „f "-cthods of adaptation-, they 

c»nd.t.„„sf„ effectite learning and 
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adaptation. By way of contrast, psychotherapy aims to produce some 
degree of modification in the internal milieu of the child through a proc- 
ess of eutotioual relearning so that his ways of dealing with conflicts, and 
thereby his symptomatic behavior, arc altered. 


THE NATURE OF CHILD PSYCHOTHERAPY A primary aim of child- 
hood psychotherapy^ is to 
reduce conflict. Conflict al'ivays involves the opposition of internal drives 
(conscious or, more frequently, unconscious) among themselves or with 
reality or with tlie representation of the reality in the superego.^ Because 
the child is unable to resolve this conflict, anxiety (or its derivames) 
develops, ego functions are impaired, there is some degree of ambivalence, 
and symptomatic beliavior appears. 

It would scon, that, since the child’s psyche is the scene of the battle, 
psychotherapeutic efforts should always be directed toward the chdd. 
This is not necessarily the case. In the first place, the ch, Id s dfficult.es 
are likely to have developed over a period of time as a result of his inter- 
actions with his parents or siith other important people m his life. The 
problems of the parents and their manifestation m the ■"terpersona s.tua- 

L with the chW '^;re:t 

;“[;ry cl "e h;ied » modify their in difficulties the effect 
IT child Ly eventually be very great. Of course even in such in- 
slls le child may also benefit from some psychotherapy because he 
has a eady internalized the problems that his parents have presented. 
1 el s another reason why the parenm may need to be seen in psy- 
V, 1 , Fven when the child is so severely disturbed that he needs 

intensive psych PJ sufficiently developed so that, even 

independent “ “ resolved, he will be able to cope with these same 

when his con in producing the problem in the first in- 
parents who were p ^ 

stance. The paren their own problems, so that they can 

!e«i the change takffig place in the child as a result of his psycho- 
accept tne & learn how to be more effective m their re- 

therapy, and ^ ^ child. When parents arc unwilling to participate 
latlonships wit v -gg of being effective in psychotherapy with the 
in this process, the cnaiw 

J .Virmnnallv sensiri\e account of the psychotherapy of a se\cn- 
1 A very vivid and e detail m Baruch, D. W., One Litr/e Boy. New York: 
year-old boy is described m 

dtu»d in Cluptcr Three. 
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child are greatly reduced. In such instances, the psychotherapist may try, 
at least, to neutralize” the unfavorable influence of the parent. 

guidance agencies where the child and his 
with ^ jointly, it is customary for one therapist to work 

‘‘“I’’" “■‘= parents). When each 

the nroblem <*'^rapist he can feei freer to interact in terms of 

the problems as he expenences them, in an accent,- cnnfinentlel 


parents receive t 
with the child 

individual has his own therapist 1 

atmospherTThe'fh an accepting and conhdential 

sS Lk I to h r^f f>-rthcr,nore, since his 

•Ct” te^e^n and not to act as an 

munication system (throunh”sfaff“!!!!^' 


••umpi;-’ beuveen ^ .''‘= “ "““S “ - 

munication system (through”sfa/coT' 

provided for the two therfnn. “"f'^rences) in which feedback is 
they ate able to deal most^eff ”'"1 Through this means 

terms of the total movement participants in 

Particularly in th™ ™“ u place m the familial unit. 

“good" and the “accepnW' parent becomes, in part, the 

the child is accepted emotioLllv and a >" 

mate is developed. In this .u ‘S^ly permissive emotional cli- 

inner feelings, to cathart (to re-^'n * ^ ^ iearns gradually to release his 
ways of dealing with these now emotional conflicts) and to find 

appropriate and nondefensive wav Ir^ “"^®>^i^andable feelings, in a more 
maintain his own integrity so that »k therapist has to 

th-t of a parent or tefeherro IV !' i W^ole with 

was involved m the child’s emotional ^eal person who is or 

force the child to conformirrcom?"''-?^" person does not try to 
”P®ticnce himself more fullv andl''”T’ tnajor aim is to help the 
difficulties. He supplies emotion^ s" ^^l-rtion of the 

ccptanccofall.hechild-sXt P™""- - unwavering 

The me » they caX'T 1 “''- “ '"<=°“t=g= the ex- 

different T^utumunication between tt.*^ tvith more effectively, 
fantasy is '''“j ™ adult i„ '',1 *<= therapist are 

interview «ptessed in pUy .i^'^PT '"uch of the child’s 

)" a^Xrhee“ "'"‘■Py, *=" iu ''‘=^^‘■1 

a variety, of medium. ‘‘S® of «" 

ferent personalirv suitable for diffe equipped clinics have 

■•fluid.” ExauTi Some of rh^"'"' =S= kvels and for dif- 

ther=are^ro't;slm’rr°'“’«;"eC'rt “P'^^" ^ 

fall, toys tliat bolli child f Y ““"ds or ex^plod P‘""“' ’P*’'" 

-checkers, cards, rope tJ* can plav x? “c 'T 

ob)ccts and figures o^f ne 1’° pUabl'e anU '“Sether— and games 

making up stories or thrtX'b^-'™ doUsThaf 

"c injured" in xn™ Sc used in 

m some xvay. There are minla- 
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turc articles of household furniture and doll houses with rooms. This 
wide arrav of materials is provided so that the child can find suitable 
ways to express himself and his “hidden phantasies.” The child’s play is 
interpreted to him so that he can learn to understand himself and find 
better ways of dealing with his needs. 

Some clinics and child centers also provide for group therapy or for 
activity therapy. In such cases the child is helped to work through some 
of his problems in lifelike settings under conditions that are more favor- 
able than they were previously. The therapist is available to sec some 
realistic limits” so that too much anxiety is not developed, and to pro- 
vide emotional support and some interpretation when needed. A special 
form of such group therapy is called psychodraim, in which real-life 
situations are constructed and dramatically acted out with the help of 
other children and the clinic staff. (See Chapter Thirteen for further 

discussion of psychodrama.) . 

Social case work agencies and psychiatric social workers arc especially 
helpful in therapeutic work with children and their parents. Through 
inten-iews the parents are often helped to understand their own zni their 
children’s difficulties and to develop new methods for coping with them. 
In many modem clinics the services of psychiatrists clinical psycholog^ts, 
and social workers are available. The functions of each of these profes- 
sional workers will vary according to training and interest but the psy- 
chiatric case worker is the one most often aligned the therapeutic rask 
of working with the parent while other members of the clinic team offer 
therapeutic help to the child. 


David Levy has described 
RELEASE THER ^ special technique in psy- 

X. U rirh children called release therapy.^ This method has since 

chotherapy w ,vays.* The method is of importance 

been ^ significance of recent traumatic experiences m 

ffieTfe of a child and provifc a dramatic way of dissolving the unfavor- 
able cffecB of such an^F 5„„^„red play therapy. The therapist 

In situation containing many of the elements of the recent 

creatp a play therapist may have learned something of the na- 

emotional crisis. r previous interviews or he may have 

ture of this t,bout it from the child’s parents or others, 

obtained some inroni.a 

..n 1 -c-rherapv.’’rii«er./.OmE>oprj'e/jwl., 1919, 9, 713-736. 

3 Levy, Dm Jm “Technical approaches used in the study and 

4 See, for , nroblems in children*” Part 3, Draxiing. Psychiat. Qturt., 

treatment of emotional p 
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He will then recreate this situation during play sessions and Itclp the 
child work out a solution in play that is more satisfactory than the origi- 
nal situation. In play, and with the help of an accepting adult, there are 
more effective controls than were available previously and the child can 
thus learn to master the old difficulty. The therapist may assist wdth some 
simple interpretations or may encourage the child to work out the prob- 
lem more and more successfully in a number of play interviews. 

ei'j eie\ed that when a severe emotional trauma occurred in the 
re ative \ recent past, when it was fairly well focused, and when there 
difficulties in the child’s personality, such therapy 
out thk His clinical results seem to bear 

pressiorof"ht“!r- ““ “-Aicts centering eround the ex- 


contributions of rank and AUBN We have already discussed 

the child ftem ro h t ltuS-' PS)xholo^eai separatfon of 
served as the ptototype for^tj? “'’'"vheiming anxiety which 

the way the iStth tTaLa "4 tS^lTh 

sequent personaliu’ develonmpnt- j implications for sub- 

than the Oedipus complex w-as the fhat the trauma of birth rather 
tttttosis. ttnicial feature in the development of 

techniciut\tarhatVs™^b«„'"”^;^^^^ 

ehothcrapy and have greatly Mne„ceT''"'e ^=ht.oIs of psy- 

th.s country, Allen h:i been o"e ^f ,h P^>''^'''‘therapy with children In 

nine Allen states that 

nresenr fvlxr~ • needs as the therapeutic task 

and to help thrc'hild 1“’'’'"“™*’'' f'>t'''aV of "'" though their 
d realize himself bv -■ ^ ^ number of reasons, 

1.^1- " process of “individuation” 


^«Won, 1942. 
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through clearly separating hinisclf from the therapist. Tlie child is not 
forced” to change. Rather the child “wills" to change himself if the 
therapist helps him to understand his own feelings and to distinguish 
these from the realities of the therapist. We can see how this approach 
IS an extension of the hypothesis of the “separation” problem posed by 
Rank. In this view, children arc confused because their own identity 
and their own feelings have been blocked by the fear of separation froiii 
the mother with a consequent ovcrinvolvemcnt of the child and parent 
in each other’s feelings. Therapy helps to make the process of separation 
more understandable and, above all, more acceptable. The therapist must 
constantly make clear his own identity and help the child see that it is not 
being imposed upon him. This enables the child to separate himself with- 
out additional anxiety. 

The Rankians stress the importance of interpreting the patient’.s feel- 
ings in the current therapeutic situation. Therefore, the therapist must 
be particularly alert to the implicit content of what the child is saying or 
tioing. His first task, then, is to communicate or interpret this feeling 
to the child and to sliow' him it is acceptable to feel this way. Thus, when 
a child is fearful of entering the therapeutic room (or of being separated 
from his mother) even though he may attempt to disguise this by a show 
of bravado or stubbornness, the cherap'ist may say, in effect, “Johnny, 

I know how painful it must be for you, or how' much fear you may have, 
to go into my room.” But the child is not urged or coaxed to go in. This 
would defeat his need to assert and separate himself. Full expression of 


the feeling, it is claimed, W’ill release the child’s ow-n capacity for making 
decisions.^ln the process of interpretation the therapist is quite active, 
and he does not fail to recognize how his own reality may contribute to 
the reactions of the child; in fact, he tries to clarify these respective roles. 

Rankians also see the central importance of “termination problems” 
in therapy. Termination is but another manifestation of separation 
anxietx' Here as in all other interpretations, the child is left free to ex- 
perience this anxiety and deal with it in his own terms. From the very 
first therapeutic session, the problems of “termination” begin, since sep- 
aration is also involved in these experiences. If the therapist interprets 
these feelings accurately, when the child is finally ready for terminating 
therapy thS feeling is accepted and understood and therapy can end. 
Here again as in all Rankian therapy, the obvious content of the child’s 
verL’lizations is not mistaken for rhe child’s real feelings, bur are under- 
stood to mask the underlying feelings which the therapist helps to un- 
The therapist does not “bow” to the w'ill of the cliild nor does he 
■ . ^ power battle. He establishes real limits appropriate for the 

engage gipjation, preserves his own integrit)' and needs, and thus 
the child to establish his own, non-neurotic needs and become able 
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to grow and act more effectively. In such a setting, therapy terminates 
when the child is really ready for this kind of “separation.” 


CONTRIBUTIONS OF ANNA FREUD In a very stimulating dis- 

cussion Anna Freud deline- 
ated some of the major differences in the psychoanalysis of children from 
th^at of adults.’ This book is very helpful in all therapeutic work with 
c r^, even \\hen the aim is not full psv’choanalysis. In recent years 
Anna Freud h« expanded her interest to problems of personality thcor)' 
^ nature of ego processes and to factors affecting 

of her rh Concern ourselves only with certain aspects 

of her thempeutic method that are of general interest. 

; i “dult. The therapist cannot 

ins a PoteKfl P“«« « and exett- 

Sice'^rhl ed r'c”" P"“"““'>’ development of the child. 

fnT'eMd “> "’otk actively xvith both parent 

with the child and one with ihe'mtentVsr’’^^ P""’ 

had to become an active .11 P ^•'e suggested that the therapist 
therapy. (Con^" ‘he child in order “to bind him” to 

greater importance was^her '*'* Allen.) Probably of even 

therapy was pedacooic Bv thir?*™'"' “ considerable portion of 

-ny things^ aueh fhow u^fuUnT"' '“d “ »= 
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with children hut aUo with “ various ways, not only 

example, the adult patient mav he problems exist. For 
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“"d vompetcnce of the therapist. !„ demonstrations of the usefulness 
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Freud, but they arc luore aware of them, as issues in therapy, as a result 
of her \vork. 

Anna Freud also highlighted the importance of play in therapeutic work 
with children. She pointed to the indispcnsabllity of play in such therapy 
as a major means of communication between child and therapist, having 
functions somcw'hat similar to those of “free association” in therapy with 
adults. She believed, however, that such play is not purposive (i.e., it is 
not engaged in to solve one’s problems), but is nevertheless useful in 
understanding the child’s unconscious motivations and should be used to 
supplement dream materials and conscious fantasy. The drawings of chil- 
dren have a similar function. 

One of the most interesting features of Anna Freud’s position on child 
therapy is that of the activity of the therapist, in contrast to the passivity 
of the analyst in work with adults. Such activity is not only present in 
the therapeutic sessions with the child; it also involves the active assistance 
of the parent (usually the mother) in obtaining a history, in changing 
the home situation, and tiie like. Such activity, in turn, decreases the pos- 
sibilities (which arc few in child analysis, in Freud’s opinion) of develop- 
ing full transference reactions (in which the patient reacts to the thera- 
pist as if, in fact, he were some other important figure from the patient’s 
past). This position led to considerable speculation concerning the per- 
sonality and “role” of the therapist and, as we shall see in Chapter Four- 
teen, contributed to present-day thinking about the nature and importance 
of the correct interactions between patient and therapist. 

CONTRIBUTIONS OF KLEIN We believe it is important 

to discuss the work of Mel- 
anie Klein,® not only because of her very significant contributions to per- 
sonality theory and therapeutic method, but also in order to contrast her 
position with that of Anna Freud and to highlight the differences in thera- 
peutic orientation among the leaders in therapeutic theory and method. 
Some of these differences may turn out, perhaps, to be less important than 
they now seem, but in any case further clinical experience and research 
are needed to resolve them. 

Klein believes it is important for the child therapist to keep a good 
relationship with the mother (or father) but to avoid becoming involved 
in any kind of therapeutic relationship with the parent. She feels that be- 
cause of the parent’s complexes and ambivalent attitudes toward therapy 
for the child, it is best to keep relationships with the parent to a minimum. 

For similar reasons she stresses the futility of giving advice to the parent 
about the child’s upbringing. 

9 Klein Psychoanalym of CbUdren. London; Hog^nh Press, J93r. 
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She belie\es that child therapy is essentially similar to adult therapy, 
the major difference being in the child’s modes of expression. She uses 
play sessions, like Anna Freud, but she conceives of them as having the 
same functions as free association in adults. She urges that all educational 
and pedagogic methods be avoided, since such methods interfere with the 
central process of uncovering the child's unconscious motive. She con- 
sistendy xises interpretation to overcome the child’s resistance and uses 
such mterpretations to reduce the severity of the child’s superego and to 
uncover childhood and infantile amnesias. She differs most sharply from 
Freud m believing that the child can develop a full tramference to the 
erapist even though the parents are alive and the child is living with 


niethod stem from differences in personality 
which method'''^'^™'^ impossible to say which theoiy is superior, 

metwTsunelt“rr' 'J'P' "f ‘>"‘1 

probably find^thar h “PF“ohes have much to offer and we shall 
probably find that both con, am some important elements of trutlt. 


CONTRIBUTIONS OF 
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direct interpretation of the unconscious communication that is taking 
place. Rogers and Axline Iiope that as the therapist continues to reflect 
the child’s feelings, more and more of the contents of the unconscious 
become available for further reflection. In this way the child may clarify 
his self-concept and may resume his interrupted growth. 

We shall discuss, in Chapter Thirteen, the assumptions underlying this 
approach and the research data that have been accumulated. At this point, 
we wish merely to raise the question of whether repressed impulses or 
wishes can easily, regularly, or significantly be dealt ^\ith through such 
an approaclu One would expect that unless the unconscious is made avail- 
able through analysis of the resistance that prevents it from being ex- 
pressed (through deep interprerafions, in other words), it would continue 
to remain repressed or even be re-rcpressed. Such a question can only be 
answered by adequate research evidence- Whether repression is “lifted” or 
not, however, recent evidence seems to indicate that some types of emo- 
tional growth may indeed be possible.” 

Based upon the Rogerian philosophy, Axline suggests that during ses- 
sions in which the child is encouraged (not forced) to play with available 
materials, nondirective therapy follows eight basic principles: (1) rap- 
port is established by accepting the child’s needs as the starting point; 
(2) the child’s needs and feelmgs continue to be accepted ever more 
completely; (3) permissiveness in the therapeutic relationship is encour- 
aged; (4) the child’s feelings are reflected to him; (5) the therapist main- 
tains respect for the integrity of the child s personality; (6) the child 
learns to explore new ways of adapting and the therapist follows; (7) 
the therapist does not attempt to pressure the child into change; (8) the 
only limitations set in therapy are those required by reality factors. 


SUGGESTED READINGS 


In flflHm'nn to the references cited in the footnotes the following works may 
be of special interesr. A general aver^i^v of the problems of child therapy and 
a very sensitive and thoughtful consideration of theory and method may be 
found in: Slavson. S. R- Child Psychotherapy. New \ork: Columbia Umver- 
sirv Press 1952 The approach to therapy m child guidance clinics, with 
I noon the contribution of the social worker, is discussed in: 

1 ^ psychotherapy in Child Guidance, New York: Columbia Uni- 

am ton, ., extremely valuable discussion of the importance of 

pVoKram for chMren in a psychiatric hospital is contained in: 
R ^ /I™ *T ^ “Group activities in a children’s ward as methods of psychother- 
bender, pXchiat., 19}7, 93, llSl-1170. A more recent analysis of the 

Se [^oblc'ni may be fo""** Rabinovitch, R. D., and Waggoner, R. W., 
See Chapter founeen for a presentation o[ such results. 
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Pracdt^ approach successful at a disturbed children’s unit,” Mental Hasps., 
Anier. Psychiat. Assoc. Mental Service, Alarch-April, 1953. Two volumes by 
Redl and Wineman are particularly valuable for those who work with aggres- 
sive children: Redl, F., and Wineman, D., Children Who Hate, 1951, and Con- 
0 s from Within, 1952. Glencoe, 111.: The Free Press. A brilliant exposition of 
play menpy may be found in: Jackson, L., and Todd, K. iM., Child Treatment 
and the Therapy of Play, 2nd ed. New York: Ronald, 1950. Of great importance 
viewpoint is: Klein, M., and Riviere, J., Love, Hate and 
book Hogarth Press, 1938. Finally, reference may be made to a 

ance clinic- 1 in ® psychotherapy in a modem child guid- 

New York! Coiiflict. 
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Thus ..k » OUK c.scu.s.oks we have already mer 

behavior,” “abnornral behavior,” “conduct problem, “rav^^^^ 
lem,” “hibit disorder,” “neurosis” or ’ ““1 ’ 

and we have recognized that precise definition of th 
often been wanting. They have been used in our « “ “hum 
adequate consideration of the coinmonaliiy and umq 5 „„,°times 

thel In the literature that has been quoted the ^ 

been used with differing connotations at different times, 
nrnceed to a consideration of the psychopathology of adults, i \m 
heinful if we reconsider our use of these terms and adopt some common 
helpful ‘f ^hall attempt only to evaluate the more cen- 

framewor f ^ subsequent discussions. 

“ We shouU be aware, in the first place, that the concept of “mental 
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disease leaves much to be desired. The term “disease” is defined in Web- 
ster’s Collegiate Dictionary as follows (the italics are ours): 

1. ^chaic. Lack of ease; discomfort. 2. A condition in which bodily 
health IS impaired; sickness; illness; also, a malady; an ailment. 3. An affliction, 
Se dUeas^ inipairing the quality of certain products; 

It will be noted that except for the archaic use of the term, these defini- 
lons c ear y specify certain bodily changes— somatic conditions— either as 
sinn^^ rh ^ ^ «f the term “mental” only add.s confu- 

cone “'r- ”’P'y the disease- 

division of rh™™ “ body, presumably the brain or some other 

Sfic nhvsfcl “ *■= throe notions of a 

mon symptoms anra'soedf ^ with certain com- 

th= nature of the disease^ untlXteTs*''''' ■’ “ predictable from 

agent that destroy! or reduces the ‘1 ™ mtcrvening or counteractive 
Many of the conditinne t, effectiveness of the causative agent, 
to any disease or patholog^ of rfi’f soto""?’'' attributable 

justment are not rcflecrinnt disturbances in ad- 

now well recognized chat the or changes in the brain. It is 

yidual, whether normal or abnol^'!l''^ behavior of an indi- 

m whom there is some decree n( • ’ product of a unitary person 
esses and external stimulations of a]] kinds of internal proc- 

^mlti-deten, lined, the course \<, J ^ Particular behavior is always 

«me IS unpredictable without adeTlT^ widlf-detenHmed, and the oid- 

and external milieu of the person’ 'It' “tal internal 

dr« P'taon considered in the light of his genetic 

Ve should remember tK'l^ i.- 

*'ase was the humors oTthe'h' a 'r' “f so-called 

"as"th '*’“ "“‘‘‘’n "as teniae d 1™ ^‘PP“™n:s’ concepts, for 

hchari fa' “^'S'ase Althn, that the brain 

bchai oral disturbances are r^ctio^ " “ "™=thele« true that many 

proi rbl'T"'"'™ f"ndame„,d, “ P'^o'-tBy of brain tissue, there 

illustratcil ; ^ * rhe same tissue nathnl individuals respond 

the 0 it ChaptS pt®’- P“"' “ discussed^nd 

to-on:^'eC : -Su" X point is that, 

tatnicrion „ 1 to ooo- 


to-onc rclatii,nshin''lKr"™ 
ablation of a specified m “".‘’/“"'o"'’" of7Ded'fi''d°if'' 

-"5"'; afC’r;' ''' "''-'’“^Sdemrm'’ 'll™®'’ “"ent 



]98 PROBLEMS IN CUSSIfYING PSYCHOPATHOLOGY IN ADULTS 

a sickness in the psyche of the individual, with witich the psychologist 
is most concerned. O’Kelly, for one, considers this tenn more appropriate 
and broader than “abnormal psychology.’’^ O’Kclly dblikes the term “ab- 
nomal ps)-chology” because he feels it is outmoded and is as awkward as 
abnormal physlolog)^” Although his criticisms of the older term, “ab- 
rma psjc oogj, have much merit, it should be clearly recognized 
that many dismrbances in behavior and many deviations in behavior are 
lems^in^atvf^r ° “sick" reactions in any sense. Prob- 
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tLL’ccn a tendency striving for discharge and another tendency that tries 
to prevent this discharge.” In the early life of the child the conflict may 
be bcuvecn id and ego, and later, when the superego has developed, it 
may be between the id and either or both ego and superego. In any case, 
the integrity of the ego in this condition is not profoundly disturbed. 
The individual is still able to function cffcctiv'cly, eveept in certain areas, 
but with a sustained degree of tension and with some impairment of cer- 
tain aspects of the personality. This impaiiment is accompanied by or is 
manifest in the so-called neurotic symptoms. Thus we come to the notion 
that a psychoncurosis is a continuing disturbance in the integration of 
the personality resulting from the conflict of drives within the individual 
and manifesting itself in tension states, impaired functioning, and specific 
symptomatology. The word “continuing” is significant since it helps to 
distinguish these conditions from others, such as temporary disorganiza- 
tion in the functioning of the personality due to severe e\temal pressures, 
and also from neurotic trends in which there may be neither any essen- 
tial continuity nor any clear symptomatology. (We shall discuss neurotic 
trends shortly.) 

In previous chapters we have discussed the way in which the personality 
develops, and have pointed up the crucial significance of the formative 
years and in particular the way in which early conflicts are resolved (and 
the oedipus situation handled). The development of a psychoneurosis is 
the result of these early patterns of personality adjustment in which an 
inadequate balance has occurred between the drives (the id) and the 
counter impulses (ego and superego). Under these conditions the organ- 
ism becomes progressively more and more “dammed up” since there is 
an inadequate discharge of psychic energy; the conflict of opposing forces 
does not permit adequate gratification of the primary drives. The neurotic 
personality develops certain ways of coping with these conflicts; ive have 
called these “defenses” or “defense mechanisms.” Despite their differences, 
the various types of neuroses have in common certain defenses among 
which repression is central, and displacement, reaction formation, and ra- 
tionalization are very common. These defenses permit a certain amount 
of discharge, a certain amount of gratification, but the discharge is insuffi- 
cient and the tension continues to mount. Thus a vicious circle is estab- 
lished in which conflict leads to defensive behavior, the defensive behavior 
does not permit an adequate discharge, the inadequate discharge reacti- 
vates the conflict, and the defenses are elaborated to cope with the mount- 
ini? tension, until finally the tension erupts in symptom behavior that 
represents a further stage in the development of the neurosis and some 
degree of stabilization of the neurotic pattern. 

There are differences of opinion on the significance of blocked drives. 
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a sickness in the psyche of the individual, with which the psychologist 
IS most concerned. O’Kelly, for one, considers this term more appropriate 
and broader than “abnormal psychology.’’^ O’Kelly dislikes the term “ab- 
noma psyc ology because he feels it is outmoded and is as awkward as 
abnomal physiology.” Although his criticisms of the older term, “ab- 
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tween a tendency striving for discharge and another tendency that tries 
to prevent this discharge.” In the early life of the child the conflict may 
be between id and ego, and later, when the superego has developed, it 
may be between the id and cither or both ego and superego. In any case, 
the integrity of the ego in this condition is not profoundly disturbed. 
The individual is still able to function elfectively, except in certain areas, 
but with a sustained degree of tension and with some impairment of cer- 
tain aspects of the personality. This impairment is accompanied by or is 
manifest in the so-called neurotic symptoms. Thus we come to the notion 
that a psychoncurosis is a conunumg disturbance in the integration of 
the personality resulting from the conflict of drives within the individual 
and manifesting itself in tension states, Impaired functioning, and specific 
symptomatology. The word “continuing” is significant since it helps to 
distinguish these conditions from others, such as temporary disorganiza- 
tion in the functioning of the personality due to severe external pressures, 
and also from neurotic trends in which there may be neither any essen- 
tial continuity nor any clear symptomatology. {VVe shall discuss neurotic 
trends shortly.) 

In previous chapters we have discussed the way in which the personality 
develops, and have pointed up the cruchl significance of the formative 
years and in particular the way in which early conflicts are resolved (and 
the Oedipus situation handled). The development of a psychoneurosis is 
the result of these early patterns of personality adjustment in which an 
inadequate balance has occurred between the drives (the id) and the 
counter impulses (ego and superego). Under these conditions the organ- 
ism becomes progressively more and more ‘ dammed up” since there is 
an inadequate discharge of psychic energy; the conflict of opposing forces 
does not permit adequate gratification of the primary drives. The neurotic 
personality develops certain ways of coping with these conflicts; we hav'e 
called these “defenses” or “defense mechanisms.” Despite their differences. 


the various types of neuroses hav’c in common certain defenses among 
which repression is central, and displacement, reaction formation, and ra- 
tionalization are very common. These defenses permit a certain amount 
of discharge, a certain amount of gratification, but the discharge is insuffi- 
cient and the tension continues to mount. Thus a vicious circle is estab- 
lished in which conflict leads to defensive behavior, the defensive behavior 
does not permit an adequate discharge, the inadequate discharge reacti- 
vates the conflict, and the defenses are elaborated to cope with the mount- 
ing tension, until finally the tension erupts in symptom behavior that 
represents a further stage in the development of the neurosis and some 
degree of stabilization of the neurotic pattern. , , , . 

There are differences of opinion on the significance of blocked drives. 
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Homey," for example, suggested that in our culture the expression of 
hostility is of fundamental significance in personality integration, and 
t at when it is inappropriately or inadequately expressed, neurotic con- 
Hict results. The Washington school of psychoanalysis, and in particular 
bulhvan, emphffiized the importance of the establishment of self-esteem 
1 neurotic conflict is to be avoided. More recently, Silverberg,’ in his 
Trlih childhood personality, stressed the importance of 
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neurosis, one may think of certain ncurocic-like styles of life (withdrawn, 
rigid, overly ambitious, ere.) tliat prevent full discharge of drives and 
culminate or may culminate in neurosis when either internal conditions 
become sufficiently acute or external or precipitating factors touch off 
the final developmental stage known as neurosis (which may appear sud- 
denly or gradually). 

In our own thinking, as we noted above, we Kke to include the con- 
ditions manifest in character disorders and by psychopaths among the 
neuroses or psychoneuroscs. AH these seem to havx in common the six 
characteristics we have listed as criteria of neurosis. They vary essentially 
in the nature of the ego boundaries. Figure 8 may clarify these points. 



A. Psychoneurolfc 0*‘psyc^opolhlc" C Chorocter Neurofic 


FIGURE 8. Three categories ofueurosis 

Part “A” of the figure indicates that the ego boundaries are well ca- 
thected (that is, that they represent real and relatively effective differen- 
tiation of the internal from the external world). It shows that many in- 
ternal drives can reach conscious awareness whereas others are repressed 
but their derivatives are experienced by the individual as something “for- 
eign,” or ego-alien. It may be seen that ego boundaries are sufficiently 
clear so that external stimuli can have a real impact upon the individual, 
or more accurately, upon his personality reaction. It will be noted tiiat 
in psychoneurotic reactions the drive direction shifts as it passes through 
the ego boundary-thus showing the operation of a “defense mechanism.” 
This represents the essential condition of the usual psychoneurotic, from 
the viewpoint of type of ego boundaiy. 

In sharp contrast is the so-called p^chopath. (In many ways the im- 
pulse neurotic is similar.) Thus, in part “B” of Figure 8. the ego boundary 
IS represented as a sieve. Interna! impulses are acted upon 'Without any 
effective mediation by the ego; to have an impulse means to act upon 
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it. The ego here has not developed sufficient iniiibitory and integrative 
characteristics. Hence, the psychopath does not experience much conflict 
nor does he have mature control of his impulses. 

The character disorder, as represented in “C may be thought of as 
having an intermediate position with respect to ego boundaries. The draw- 
ing indicates that the boundarj' is so rigid that internal impulses are not 
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The psychotic reverts to total modes of bcluvior that were appropriate 
in infantile stages of development but arc inappropriate and ineffective on 
an adult level. Thus, the most primitive mechanisms of defense are em- 
ployed, such as denial, undoing, or projection. There is a strong tendency 
to employ magical thinking and to replace realistic thinking by halluci- 
nations or delusions or by primitive fantasies. Regression does not mean, 
however, that the adult psychotic behaves in precisely the same ways 
and with the same repertoire of skills as the infant. It means, rather, that 
former modes of defense from the infantile stages now become the main 
modes of adaptation. In using these primitive defense modes, the behavior 
of the psychotic adult is different from that of the infant because he is 
older, has a different body with different characteristics, and has had a 
greater range of experience. Some challenge this concept of total regres- 
sion, particularly as it applies to schizophrenics, but on the whole the 
concept has withstood criticism.* 

The psychotic has many other characteristics. One of these is his loss 
of reality testing; i.c., the ego boundaries are poorly cathected. Another 
is the decreased effectiveness of mental functions, among which judgment 
and memory arc most likely to be severely impaired. (There are excep 
tions to tlus, as will be noted in Chapter Eleven.) Still another is the lack 
of integration of cognitive and affective functions. There are a o sue 
phenomena as bizarre speech, severe disturbances in mobility, extreme 
rigidity of behavior, and the like. Not all of these are present in all types 
of reactions that have been called psychotic, of course. __ehntlc 
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SYMPTOMS AND SECONDARY GAINS VVc have already discussed 
, the problem of the forma- 

tion o symptoms. We now wish to clarify certain problems in connection 
wit symptom formation and the secondary gains which they and the 
type of neurosis or psychosis involve. 
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torn or neurosis, for to correct the latter “state of affairs” means to give 
up those rewards that the very “state of affairs” has made possible. 

In attempting to understand sjmiptonis it should be remembered that 
by way of clarification we have greatly oversimplified their nature and 
formation. Any symptom may be the final resultant of quite different 
types of conflicts or quite different combinations of conflicts and ways of 
defending against them. In short, the same symptom may be caused by 
quite different causes or combinations of causes. We cannot be sure what 
the cause is if we know only the symptom. Thus, fear of heart failure or 
a “psychosomatic heart” may be part of an “organ neurosis,” or it may be 
part of a “conversion hysteria,” not to mention other conditions that may 
be largely somatic in character. If we take a more complex example of 
symptomatic behavior, such as deHnque7icy, we find that the cause may 
be entirely the result of sociological conditions; it may be an expression 
of a neurosis; or it may even be the ^'mptomaric expression, in part, of a 
psychosis. As in all ps)'cliological phenomena, the result in behavior is 
likely to be multi-determined and there is no simple and direct path back 
from the result to the essential cause or causes. 
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self-sufficiency; (5) dissatisfaction with family background and child- 
hood; (6) sexual conflicts and preoccupations; (7) bizarre, eccentric 
ideas. He concluded that there are significant discrepancies between what 
the neurotic persons actually are like and the stereotypes popularly held 
about them. 

The specific psychoneurotic reacdons we shall discuss are conversion 
hysteria, obsessive-compulsive reacdon and phobia, organ neurosis, anx- 
iety reacdons, convulsive disorder, and character disorder. In each instance 
stress will be placed on the dynamic characteristics of the psychoneurotic 
condition. There are other types of neurotic reactions, but we have selected 
the major neuroses for discussion. 


^^^NVERSION HYSTERIA The terms “hysteria” and 

“conversion hysteria” are 
used interchangeably in this discussion. Hysteria was one of the earliest 
forms of behavior disturbance studied in modem times. This was due in 
part to its unusual and striking symptoms. It was one of the first neurotic 
conditions investigated by Charcot, Janet, and by Freud and Breuer. In 
fact, the development of many of the basic concepts of psychopathology 
is due to these early studies of conversion hysteria. In this reaction we often 
find profound changes or disturbances in widely diverse physical or mental 
functions of the individual. It is characterized by a variety of symptoms. 
These symptoms do not occur haphazardly or by chance, but may be 
understood as satisfying in a syinboUc fowl those unconscious wishes 
of the individual that he cannot consciously accept. 

An individual with conversion hysteria may show disturbances in his 
physical or mental functions in many ways. These phenomena may be 
quite extensive. Alexander^ has pointed out that they occur in bodily struc- 
tures controfled by the vofuntary nen-ous system, representing the sym- 
bolic resolution of an emotional conflict.® 

Such reactions may apparently resemble some consciously simulated 
conditions, but hysterical reactions should not be confused with malinger- 
ing, which is a condition of a deliberate and conscious “faking” of symp- 
toms. In hysteria the symptoms are unconscious reactions to repressed 
impulses or wishes. They are “conversions” in that psychic energy is 
converted into symptom formation. Chodoif* views malingering and 
hysteria as opposite ends of a scale forming a continuum. At one end are 
disturbances showing a maximum of secondary gains and minimum of 

2 Alexander, F., Psychosomatic Medicme. New York: Norton. 1950, pp. 42-4J. 

3 For discussion of conflict, see Chapter Three. 

^Chodoff, P., “A re-examination of some aspects of contersion hysteria," Pry- 
chiatry, 1954, 17, 75-81. 



208 COMMON PSYCHONEUROTIC DISTURBANCES 


repression (malingering); at the other end arc disturbances showing a 
minimum of secondary gains and maximum of repression (hysteria). 

It has been observed that conversion hysteria is not as commonly en- 
countered today as it was several years ago. Certainly the attention and 
research devoted to this behavioral reaction has waned considerably. 
Chodoff® states that this is apparently true for the following reasons: ( 1 ) 
an increasing separation of psychiatry and neurology, thus the dynamically 
oriented psychiatrist does not give thorough neurological examinations 
to psyc oneurotic patients, and so, for example, does not uncover analgesic 
and anesthetic areas; (2) a lessened interest in the classification of neuroses 
as separate ise^e entities; (3) an increasing number of refinements in 
p^chosomaoc diagnoses; and (4) an actual diminution in the occurrence 
This diminution has occurred because of the fact 
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stresses that its distinctive feature is “the substitution of a bodily state for 
a personal problem.” An individual utilizes the defense of conversion only 
when repression of the conflict situation can no longer be maintained. 

The more common physical and mental manifestations of the hysterical 
symptoms are discussed in the following sections. 

Physical disturbances. The symptoms of the hysterical individual may 
show up in any physical function of the body. These physical symptoms 
may be grouped into sensory, motor, and visceral categories. 

The sensory group involves disturbances in any of the perceptual proc- 
esses. The individual may complain that he cannot feel anytliing— that he 
has lost sensation in some parr of his body. Such a symptom is known as an 
anesthesia. A person may complain, for example, that his hands, legs, feet, 
or face are numb, or that he cannot feel anything in a particular area of 
his body. There may be disturbances in other perceptual functions, with 
a loss of the ability to hear, to see, to taste, or to smell. However, the loss 
of sensations of which the person complains does not necessarily follow 
the anatomical distribution of the nerves in the body. By determining this 
distribution one may be able to discover whether or not the loss of func- 
tion is due to an actual physical disturbance, or is a conversion symptom. 

One striking type of anesthesia is referred to as the “stocking and glove” 
type. In this reaction the individual complains of a loss of sensation in the 
hands up to the wrist, or loss of sensation in the feet up to the ankles. This 
does not correspond to the distribution of nerves in these organs but 
rather to the person’s unique ideas of the limb or part of the limb that is 
involved. In other words, his symptom corresponds to his mental concept 
of the limb and not to its neurological characteristics. Often the anesthetic 
disturbance varies a great deal from rime to rime. Instead of loss of sensa- 
tion, as in anesthesia, there may be a functional increase in sensitivity, 
known as hyperesthesia, or peculiar or odd cutaneous sensations like 
prickly feelings, known as paresthesia. An example of the latter type of 
hysterical symptom was given by a patient who said, “I feel like there’s 
bugs crawling on my back.” Another one said, “It feels like a spider web 
on my face.” 

Visual disturbances often occur, and these may vary from complete 
blindness to minor eye symptoms- Peculiar visual disturbances may de- 
velop, as “tunnel vision,” for example, in which the individual sees objects 
only along a direct line or path of vision. He does not see any objects on 
either side of this path which normally would be included within his visual 
field. An e.vample of such hysterica] visual symptoms follows: 

A barber, who was an hysteric, complained that his hands were shaking 
continuously. He had feelings of dizziness, sweated profusely, and had a 
blurring of vision in his left eye. Sometimes, when he had eaten too much, 
he became covered w ith sweat, and occasionally he lost consciousness. 



210 SOME COMMON PSYCHONEUROTIC DISTURBANCES 

The motor disturbances are equally varied. Paralysis of various parts 
of the body may be shown. These paralyses arc known as pleghs. The 
paralysis may be of one or more limbs, may be of one side of the body, may 
include both sides, or may be a combination of these. The term “plegia” 
IS a generic term, to nhich a ptefix is added to indicate the area of the 
paralysis. Some of the specific types arc noted below: 
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Psychological disturbances. The “mental” symptoms shown by the 
hysterical personality include such reactions as amnesias, deliria, jugues, 
hallucinations, somnambulisms, and the very interesting reaction of double 
or multiple personality. 

In amnesias the individual suffers a complete or partial loss of memory 
for a certain period of time. Often he cannot recall his name, where he 
lives, who he is, or any other such information. He appears to have for- 
gotten completely a portion of his life experience. The amnesic indi- 
vidual is aware of the fact that he cannot recall these particular facts and 
often expresses the wish that he could recall the forgotten material. The 
amnesia may not necessarily be complete. It may cover an entire period 
of time, or it may be restricted and relate onlv to a single person, place, 
or episode. 

Frequently the conversion hysteric misidentifies objects or people. For 
example, all of us have probably had the experience of remembering a 
person’s face but coupling the wrong name with it. Such a type of fault)’ 
identification is known as paramnesia. This phenomenon may involve 
time, place, a person or a thing. We sometimes feel "strange” on familiar 
city streets, or perhaps we look at a common printed \v ord for a period of 
time without recognizing it. Sometimes \\ e arc in totally strange surround- 
ings that are entirely foreign to us, but suddenly feel that we have seen 
these places before, or feel that we have earlier experienced the same 
situation. This is known as the deja vu phenomenon, and is quite common 
in "normal” individuals. 

The hysterical individual may develop delusional or hallucinatory 
symptoms.® A delusion may be described in rather simple terms, as a faulty 
belief on the part of the individual— a belief with no adequate basis in 
reality. For example, an individual may firmly believe that he is being 
persecuted by other people, or that other people are “out to get him.” An 
hallucination may be characterized as the experiencing of a sense percep- 
tion without any appropriate basis in reality’ for that perception. It may 
occur in any of the senses. For example, a person may hear voices talking 
to him, or see figures of people, or smell strange odors. These delusional 
and hallucinatory states are somewhat similar to the dreams of a "normal” 
individual. Consciousness is confused and the individual feels that things 
are not clearly perceived. 

In the fugt/e state the individual forgets completely his previous life 
history and takes on new patterns of living without any recall of h^ 
former life. This state may last for a few minutes or for years. The indi- 
vidual is not concerned at all about his previous life history and activities. 
Usually these suddenly come back into consciousness, and when they do 
the individual may have absolutely no recollection of the fugue phase 

8 For a fuller discussion of hallucinaaons and delusions see Chapter Ele\ en. 
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remembers his life historj'’ up to the point of the dcvclop- 
ment ot the fugue and then completely forgets his former life during the 
penod of the fugue. Double personalities are related to these fugue states. 
I hey occur only rarely, however 
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lus pattern characterized by elements B, F, G, H, I, and J were to occur, 
the presence of the single element B might be sufficient to arouse the re- 
sponse to the first pattern, A, B, C, D, and E. When this phenomenon oc- 
curs it is called redintegration. Hollingworth felt that the psychoneurotic 
individual was more prone to such redintcgrative actions. 

Some authorities have also stressed the role of conditioning in the pro- 
duction of hysterical reactions. Pavlov, who was one of the leading propo- 
nents of conditioning theor)% believed that the individual could be charac- 
terized as an aggregate of an innumerable quantity of conditional reflexes. 
He also felt that if the stimulation were continued over a period of time 
the critical elements involved became exhausted, and inhibition of the 
response occurred. The hysteric is an individual, according to this view- 
point, in whom the inhibitory processes are dominant.^^ 

Babinski, a French physician, believed that the central core of hysterical 
reactions was “suggestibility.” He defined suggestibility in a very specific 
sense, however. To him, the term meant that an individual maintained a 
deep belief in an idea or system of ideas without any question. The sug- 
gestible individual, according to Babinski, would accept the idea without 
any evaluation, regardless of how far removed from reality it might be. He 
also believed that hysteria could be cured by persuasion. The hysteric, 
with a paralyzed arm, for example, could be told that this paralysis was 
not necessary, and it would disappear in a short time. Of course we know 
now that hysteria cannot be adequately treated in this way, although re- 
moval of the symptom may be accomplished. Others, including Freud, 
utilized somewhat the same suggestive approach with hypnosis, but aban- 
doned this method as the psychodynamics of the hysterical reaction be- 
came better understood. 

Psychoanalytic theory postulates that the conversion hysteric is an in- 
dividual who is not fully capable of assuming his adult genital functions. 
There has been an interference in the normal psychosexual maturation, 
and the symptoms are developed in order to maintain even a partial ad- 
justment to daily life. The symptoms themselves are viewed as symbolic 
manifestations of repressed sexual drives in an individual who is strongly 
fixated in the oedipal phase of his psychosexual development. Alost often 
the conflicts center around the individual s relationships with his parents. 
The hysterical syndrome results from repression of the total “oedipus” 
and its conflict-laden experiences.*® Due to his unresolved oedipal com- 
plex, fixations at early infantile levels occur. In later life the individual 
regresses to these fixation points when faced with severe frustrations. The 
symptoms then developed are related to the particular level of fixation. The 

12 Sec the discussion of anxiety in Chapter Three, 

12 Sec Chapter Four. 
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hysteric tends to repress all of his basic sexual drives. He usually is prone 
to react (at an unconscious level) to all situations in a sexual sort of way 
and to fear them, unconsciously. When we talk to an hysteric, or admin- 
istcr a psychological examination to him, we may notice that he is con- 
stantly preoccupied with sexual topics. According to the psychoanalytic 
pom of view, his sexuality is "dammed up" within him, and it cannot be 
Snd Therefore, it continues to emerge in sym- 
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see, yet go blandly on without being concerned about his incapacitating 
symptoms. This lack of concern has been called “la belle indifference.”^® 
It implies that there is a lack of overt anxiety in the hysterical personality. 
Deutsch” emphasizes the fact that hysterical repression brings relief from 
anxiety. Freud^® also alludes to the apparent freedom from free floating 
anxiety shown by the conversion hysteric. Strecker*® holds a similar point 
of view. Kardiner^® states that in conversion hysteria the presenting prob- 
lem of somatic disturbance is usually not accompanied by much emo- 
tion, except that caused by the inconvenience of the symptom. As he puts 
it: “The symptom in conversion hysteria becomes incapsulated, so to 
speak, and hence arises the well known ‘belle indifference’ of the hysteric.” 
He feels that the conscious ego of the hysteric knows that it is suffering, 
but acts as if it had no real concern with the internal conflict. Balken and 
Masserman^* studied the Thematic Apperception Test records of hysteric 
subjects. (See Chapter Sixteen for a discussion of this psychological test.) 
They found that these individuals showed no reference to worry, which 
suggests that the somatic symptoms relieve the underlying tensions. 
Rosen^® studied a group of hysterics and concluded that they showed little 
anxiety. In his discussion of tliis, Chodoff®® states: 

I believe that whac has been called “la belle indifference” actually represents 
the operation of the defense mechanism of denial, and that in cases in which 
this phenomenon is presenr not only has the original intolerable thought or 
feeling been repressed and converted into a physical symptom but this 
symptomatic result has been denied so that the patient behaves to some 
extent as if the disability were not present. 

Secondary gams are also frequently found among hysterical individuals. 
The ego, in addition to the primary purpose of the symptoms, attempts to 
use the symptoms for its own purposes. In other words, it tries to “get as 
much out of the symptoms as it can.” The primary gain from the symptoms 
is to avoid the basic conflict faced by the individual. The secondary gain 
is the additional benefit the patient gets from his symptoms. This would 
include such things as attention, sympathy, mothering, avoidance of un- 
pleasant duties, or a government pension. 


16 Freud, S, “Repression,” in Collected Papers, VoL4. London: Hogarth Press, 1925. 
iTDeutsch, H., “Some fonns of emotional disturbance and their relationship to 

schizophrenia,” Quart., 1942, II, 301-521. ,, , xt j i 

iSBreuer, J., and Freud, S., Studies in Hysteria. New York: Nervous and Mental 

DiseasePublishingCo., 1950,p.7. v t w .i zs » loti 

19 Strecker, E. A.. Baste Psychiatry. Ne^v York: Random Ho^e, 1952. 

20 Kardiner, A., “Hysterias and Phobias,” in Psychoanalysis Today (S. Lorand, ed.). 

New York: International Universities Press, 1944, pp. 187-198. „ , d . . 

21 Balken, E. R., and Masserman, J. H., “The language of phantasy, /. Psychol., 

^^^Rosem ^ R-. “Vasomotor responses in h>«eria,” /. Mt. Sinai Hasp., 1951, 18, 
179-190. 

23 Chodoff, P., op. cit., pp. 78 - 79 - 
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sion is irrational and is quite absurd. He attempts to fight against it, but 
remains powerless to keep from doing the act or getting rid of the thought. 

Lewin^^ points out that there arc two types of obsessive-compulsive 
phenomena. In the first, the individual is obsessed by ideas that are absurd 
or repugnant to his conscious moral or aesthetic feelings (such as killing 
another person, saying obscene words, or having sexual relationships with 
animals). In the second, the symptoms have a definite moral or social 
connotation, serving as penances or precautions. Everyday activities are 
elaborated into highly complicated rituals— such as the compulsive wash- 
ing of the hands many times during the day. The thoughts of the obses- 
sive-compulsive neurotic are the same as the unconscious ideas of hysterics 
or the dreams of normals. Like all of these, they may be regarded as rep- 
resentatives of unconscious infantile wishes. They stem, of course, from 
the id. 

The obsessive-compulsive individual may develop certain irrational fears, 
called phobias. Very common phobias are those of dirt, bacteria, venereal 
disease, closed rooms, height, fire, and various animals. (The technical 
terms for such conditions are formed by adding an appropriate prefix 
to the stem “phobia.” Thus, claustrophohh refers to irrational fear of small 
or closed rooms, agoraphobia refers to fear of open spaces, irerophobia 
refers to fear of heights, and so on.) In the development of a phobia the in- 
dividual applies to objects and situations in the external world those fears 
that actually exist within himself. The phobia may be regarded as a fear 
that is displaced from the unconscious to a conscious object. This “symp- 
tom” is more acceptable and less threatening to the individual than is the 
repressed ideation. 

The following are examples of the symptoms that were shown by ob- 
sessive-compulsive individuals: 


One obsessive-compulsive man said that he was always afraid that some 
harm had befallen his wife and children while he was away from home. He 
would call home at frequent intervals during the day to find out whether 
or not they were safe. Whenever a situation required a decision upon his 
part, he would exhaustively list and think through the possible answers. He 
would then continually doubt and revise his solution. His chief worry was 
that of his eventual death, and he was always afraid that he would die. 

We cannot tell the exact nature of this man’s conflicts from this fragment, 
but we can see how he defended against his obsessive wish to have some 
misfortune befall his family by a reaction formanon. The content of tins 
reaction formation was exactly the opposite of his unconscious desire: he 
worried lest some harm did befall them. Similarly, we may understand his 
compulsion to list things and his obsession with his doubw as secondary 
defenses against his wishes and as an attempt mo undo his feelings of guilt. 

Another individual had obsessive thoughts that he would be compelled 

24 Lewin, B. D.. “Obsessional Neuroses.” in Fsychoa^lysis Today (S. Lorand, ed.). 

New York: International Univeisines Press, 1944, pp- 199-206. 
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to punch the man he was talking to in the nose. On one occasion he did 
punch his boss in the nose, and on another occasion his neighbor. He had 
also obsessive thoughts concerning suicide. He felt that he might Jump off a 
boat or bridge and drown himself. Tlicrc were also many ritualistic acts of 
counang.” When drinking water from a fountain he felt impelled to turn 
It on four separate times before drinking. When closing a door he had to 
open and close it either three or a multiple of three times. This ritualistic 
action also was shown in other ways. He felt compelled to tie his shoe laces, 
an ''ou untie them, tie them; untie them, tic them; untie them, tie them; 
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fore, assumes all the importance and strength of the original repressed 
material. This is what makes the obsession so intensive. It is so powerful 
because it has the strong support of all of the unconscious repressed ma- 
terial. The obsessional thoughts represent a return of the repressed ma- 
terial to consciousness in a stibst'mite fomj. 

In the same way the phobias that an individual experiences do not rep- 
resent what he really fears. They are substitutes for the repressed wishes. 
They serve as defenses against emergence into consciousness of ideas and 
urges that cannot be consciously accepted by the individual. The symp- 
toms of the obsessive-compulsive neurotic represent the very distorted de- 
mands of the superego which is dominating and which enforces its will 
upon the ego structure. The compulsion that the individual develops or 
the phobias that he may show represent very severe superego demands. 
Kardineri® states that the phobic individual fears a disease for which there 
is no evidence, or a situation that other people do not even consider. This 
fear is based upon die fact chat something within the person provokes the 
attack— basically, the possibility of the gratification of some forbidden id 
impulse. Kardiner points out chat the individual does not perceive the inner 
nature of this danger, but projects the source into the outer world. By this 
means he is able to defend himself against the threat of the impulse} the 
inner danger is changed into an external danger which is less threatening 
and more easily controlled. The conscious ego is deeply involved in the 
conflicts of the phobic individual. It is caught between the punishing 
superego and the demanding id. It actively intervenes. Webster^^ studied 
the development of phobic reactions in married women and concluded 
that the following variables were important in the etiology of the phobic 
syndrome: (0 lack of an adequate father figure; (2) dominant overpro- 
tection by the mother; (3) castration or castration fears; (4) frigidity; 
(5) rejection of pregnancy; and (6) inadequate husband. 

The obsessive-compulsive individual may be regarded as being strongly 
fixated at the anal stage (the toilet training level) of psychosexual matura- 
tion. He has regressed to this fixated level and cannot deal adequately with 
his conflicts.28 The chief defenses utilized at this level are reaction forma- 
tion, isolation, and undoing (see Chapter Four). Reaction formation types 
of defense are always utilized by the obsessive-compulsive psychoneu- 
rotic. With such defenses there is no need for him to continue to repress 
very deeply, since the unacceptable impulses may arise to consciousness 
in the modified and displaced form. Such impulses are rendered non- 
25 For a full discussion of this process, see Fenichel, O., op. ciU 

28 Kardiner, A., op. pp. 187-198- , ... • . » d f » 

2rWebster, A. S., “The de> eJopnient of phobias in marned women, Psychol. 
dfonogr., 1953, 67, No. 17. . ... . • . . 

28 Freud S “Obsessions and phobias, their psychical mechanisms and their 
aetiology,”’ in Collected Papers, Vol. 1. London: Hoganh Press, 1924. 
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threatening to him by the additional mechanism of isolation. These de- 
fenses are characteristic of the individual who has been fixated and has 
regrpsed to the anal level. Lewin^* states that the psychoanalysis of com- 
pu ion neurotics reveals that they have never overcome their infantile 
attac ^ents to their parents. They do not have mature relationships, but 
instea ave regressed to anal levels, and this regression colors all reactions 
to objects or persom. He points out that interest in stool functions was 
usually ^«U developed during the anal period, and that such individuals 
vere mined excessively in neatness, propriety, and gentleness. 
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Fem'chel feels that the ego of the obsessive-compulsive individual has 
a great deal of doubt concerning the proper form of behavior.^o It is 
continually concerned with the question, “Is this right or is this wrong?” 
The basic question involved is, of course, “Shall I give in to those things 
that I really want to do (the demands of the id) or shall I do what my 
conscience tells me to do (the demands of the superego)?” The obsessive- 
compulsive individual often has very strong needs to be punished by other 
people. This may be viewed as a need to be punished for having basic 
id impulses. He often feels quite guilty and suffers acutely from his strong 
guilt feelings. As Freud stressed, this type of behavior goes in cycles. 
First, such a person has strong feelings of remorse and guilt; then, he seeks 
situations in which he is punislied and feels penitent; and then he commits 
“new sins,” or new acts of aggression; and finally he has new remorse 
and guilt feelings. The whole process is then repeated. 

Ale.xander^^ stressed the unconscious guilt and needs for punishment of 
the obsessive personality. He stated that many of the symptoms are bribes 
to the superego to induce it to lessen its repressive forces and permit 
gratifications of the instinctual id urges. 

The thinking processes of the obsessive-compulsive individual are quite 
unique. They are very childish in nature. As will be recalled from the 
previous section, the hysteric individual is given to daydreams or to 
fantasy. This is not characteristic of the obsessive-compulsive, who, in- 
stead, verbalizes and talks a great deal. Words to him are magical.” Some- 
times even “normal” individuals believe chat “knowing the word masters 
the thing.” Striking examples of this are found in our fairy tales. The 
obsessive-compulsive is afraid of his own emotions, and he becomes afraid 
of all those things that might allow these emotions to be expressed. He is 
very much afraid of the external world, and so tries to repeat the proc- 
esses by which he mastered the world when he was a very young child.” 
These attempts in the adult must fail. Words to the obsessive-compulsive 
may be dangerous, and are often substitutes for the deeds themselves. 
The obsessive-compulsive individual becomes afraid of his thoughts; instead 
of mastering the word by his thinking, they instead master him. 

The obsessive-compulsive individual attempts to retreat from fee/wg 
about things to about them, but the thinking he does is at an 

abstract level rather than at a “real” thinking level. When the normal 
person thinks, he does not isolate the emotional content of his thoughts 
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from the actual thoughts themseUes. Tiiis isolation, however, is charac- 
teristic of the obsessive-compulsive individual. 
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as organ psycboneuroses or more recently as psychophysiologic disturb- 
ances. 

General fheorefreal considerations Fenichef, who has presented the 
most complete psychoanalytic theory of organ neuroses,^^ points out that 
there may be two distinct classes of functional disturbance; 

(1) Changes in physiological functions caused by an inappropriate use of 
the bodily organ. (An example of this would be a stomach which constandy 
acted as if it were receiving food, and responded with the appropriate secre- 
tions and other physiological activities.) 

(2) Bodily changes in physiological functions with a specific unconscious 
meaning. An expression of unconscious fantasy in “body language,” (An ex- 
ample of this would be the hysterical vomiting of a pregnant woman.) 

The first class would be called an "organ” and the second a “conversion” 
neurosis. Basic to both of these types of reactions are of course psycho- 
genic factors, but these factors are dissimilar in the two types. Any misuse 
of an organ involves psychogenic functions (see Chapter Three). As 
Fenichel” points out; 

Between the realm of organic disorders from mechanical, physical and 
chemical causes and the field of conversion, there stretches a large field of 
functional and even anatomical conditions which the term "organ neurotic" 
is meant to embrace. The modem term “psychosomatic” disturbance has the 
disadvantages of suggesting a dualism that does not exist. Every disease is 
psychosomatic; for no “somatic” disease is entirely free from “psychic” in- 
fluence-an accident may have occurred for j»ychogcnic reasons, and not 
only the resistance against infections, but all viral functions are continually 
influenced by the emotional state of the organjsm-and even the most “psychic” 
conversion may be based on a purely “somatic” compliance. 

It is therefore important to understand the dynamics underlying the 
organ neuroses. Again following Fenichel, there are essentially four classes 
of conditions that lead to dev'clopmcnt of organ neuroses: 

(1) Unconscious affect equivalents. It is possible for an individual to 
give physical expression to strong affects without any conscious knowledge 
of the presence of such an affective reaction. A neurotic individual who 
continually suffered from unconscious amdety equivalents would repre- 
sent such a condition. As a physiological concomitant of the unconscious 
affects there would be the usual physiological reactions, including the 
increased load upon the heart. As a result, a cardiac condition might 
eventually occur. This cardiac condition would not be a symbolic bodily 
response to the anxiety, but a resultant of increased physiologic stress. 

The increased stress would be likely in such a case, since unconscious 

31 For a full discussion see Fenichel, O.. op. cit., p. 2J7. 

35 Ibid. 
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affects would lessen the adequacy of the discharge of the impulses and 
would occur persistently as a result of the neurosis. Thus a chronic cardiac 
condition would result from the chronic “danimed-up state.” 

(2) Dmurbed chemistry. As a result of the unconscious affects there 
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a quantity of hydrochloric acid. Studies have shown that this hyperacidity 
is related to the presence of strong emotional states of the individual. 

WolP'' had an unusual opportunity to study the stomach reactions of 
the human body. A patient, here called “Tom,” was admitted for treat- 
ment of a fistula. This permitted direct observation on a continuing basis 
of the stomach activities and reactions. It was thus possible to relate stom- 
ach activity and gastric secretions to Tom’s emotional states. In particular, 
the gastric reactions to spontaneously occurring stresses in Tom’s daily 
life were studied. It was concluded that, when stomach acidity was high 
and mucoproteose was low in association with sustained emotional conflict, 
there was a frequent appearance of small erosions and hemorrhagic spots 
in the stomach. However, the production of an ulcer is dependent upon 
many factors other than merely the degree of acidity. For example, it 
has been hypofiiesized that the hormonal balance of the body is important, 
since empirical observations indicate that pregnant women rarely suffer 
from ulcers. Other factors of importance in the production of ulcers are 
vascular disturbances of the mucosa, allergies, prorein deficiencies, ro.vins 
and infectious processes, and various neurological and glandular disturb- 
ances. It appears that the presence of an ulcer is thus related to the e7itire 
body functioning, A mechanistic approach is clearly not adequate insofar 
as the etiology of the illness is concerned. 

It has been felt by many authorities that the development of an ulcer 
is directly related to specific personality characteristics of the individual. 
Even popularly such a belief is held by many people. We no doubt have 
heard jokes about the businessman who has “started on his second ulcer.” 
We think of the harried businessman-the “big shot," the “go-gci:tcr”-as 
an individual who is prone to develop ulcers. Such a belief tends to be 
borne out by some research studies, but of course many individuals other 
than these may develop such an illness. 

The possibility should be entertained that not all peptic ulcers may 
be the result of specific underlying psychopathology. The immediate 
cause of the ulcer has been demonstrated, but the problem as to discover- 
ing the reasons why such pathology should occur has not been adequately 

^°Many investigators have attempted to describe a typical ulcer “person- 
type.” They do not all agree. Moschowitz and Roudin” state that 
ulcer patients have needs to be dominant. Zanc^s found that they tended 


If c a VVnlfT H. G., Hwnan Gastric Fwicuon: An Experimental Study 
/ Stomach. Ncnv York: Oxford Uni.mity Press. 1947. 

^ F and Roudin, AI. B., “Tlie association of psychosomatic dis- 
order Tnl'iS’rS-rn to personality types in the same individuals.- A7.r. Sr.r. /. 
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is used, tlie wish to be loved becomes converted into the wish to be fed. The 
repressed longing to receive love and help mobilizes the innervations of the 
stomach. ... In such situarions the stomach responds continuously as if 
food were being taken in or about to be taken in. . . . It is suggested that 
this permanent, chronic emotional stimulation of the stomach is similar to 
that which occurs temporarily during the ingestion of food, with a resultant 
chronic hypermotility and hypersecretion. 

Ulcer patients thus tend to be orally demanding individuals, with strong 
fixations at the oral level of psychosexual development. 

Alexander further stresses that the ulcer personality is an orally aggres- 
sive individual. This is a result of thwarting of infantile oral receptive 
needs. Aggressions persist, leading to strong guilt feelings. The aggres- 
sive tendencies are repressed and reaction formations instituted. The sur- 
face behavior then is one of generosity and friendliness. 

The question has arisen as to whe'ther or not there is a single “ulcer 
personality type.” An increasing number of research studies tend to indi- 
cate that this is nor the case. Those of Stone^® and Friedman*’^ indicate 
that there are nvo essential personality types: the passive and the a^essive 
ulcer patient. They found that the passive group were essentially char- 
acterized as immature, lacked initiative, and had a high degree of_ oral 
dependence. Emotionally they tended to be impulsive, and punished 
themselves for fancied faults. The mother, in the family s.tuaoon was the 
stronger person, with the father being relatively weak. On the other hand, 
the aggressive group showed a strong masculine identification. They per- 
ceived the fatL as the stronger and more dominant individual. They 
did not turn their hostilities inward, but actively directed them ounvatd 

“^^t^tranciTerc'workets.. studied a small group of peptic ulcer 
patieni They, too, differentiated essentially wo S 

lores in these patients. They called these the “primary and reactive 
groups. In summary they stated; 
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Winter^® further explored the psychological characteristics of these two 
groups. He found significant differences between the reactive and primary 
groups on various projective techniques. His general conclusions were 
that no single description of personality applied to all peptic ulcer patients, 
and that at least two different personality patterns are found in people with 
ulcers. ^ ^ 

We should also note that outer environmental factors are related to the 
onset of symptoms. Davies and Wilson™ report an interesting study of 
Tavistock Clinic in London. They found that 
5 /. of these cases developed ulcer symptoms after the occurrence of 
mnr- f “toation. This usually involved work, fi- 
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female, however, is traditionally passive, and is expected to be dependent 
upon the male. Males with strong dependency needs tvithin our cultures 
may then be expected to develop severe conflicts concerning these needs, 
since they cannot satisfactorily fulfill the roles demanded of them. The 
conflict is thus forced upon them to a large extent by the demands of 
our culture. 

The basic psychodynamics of the individual developing a peptic ulcer 
may be summarized as follows: 

(1) The infant is at first completely orally dependent upon the mother. 
She is usually a dominant type of woman. 

(2) He then becomes more and more emotionally dependent upon her, 
and interiorizes the aggressive mother together with her strong and driving 
ambitions for him. 

0) As the child grows older the basic conflict between his ambitions and 
his needs to be independent, on the one hand, and his emotional needs to be 
dependent upon the mother, on the other, increase in severity and become 
more acute. 

(4) He begins to feel very hostile toward the mother upon whom he is 
dependent, and at the same time develops guilt feelings because of his hos* 
tilities toward her. 

(5) As an adult he attempts to sublimate these aggressive reactions. This 
might be done, for example, through business activities, or attempts to be 
superior in his job. The basic dependency needs, however, continue to be 
unsatisfied. 

(6) The unsatisfied and dammed-up oral needs (his dependency) produce 
an overaccivity of gastric functions, leading eventually to damage to the 
stomach linings. 

(7) Finally a peptic ulcer develops. This gives secondary gains to the in- 
dividual’s dependency needs, chiefly through the attention he receives as a 
result of his illness- 

(8) The cycle is repeated. 

Pi.’cWogkoJ factors in cancer We have cited peptic ulcer as an ex- 
ample of a disorder that is commonly accepted as a psychosomatic in- 
volvement and upon which considerable research effort has been ex- 
pended. Individuals suffering from this condition ate referred, often 
routinely for some form of psychotherapeutic treatment. We would 
like in contrast, to discuss an extremely senmis disease condition-cancer 
-to’ which an increasing amount of research is being devoted, and specu- 
lation being made as to its possible psychosomatic components. 

Kowal” has xvritten of the possibBity of emotional reactions being the 
cause of cancer. He points out that even as early as the 18th century such 
1 „r.,c mside bv some physicians. Even then, he states, consid- 

Stion WM given to life situations that preceded the onset of the patho- 

63 K val S J “Emotions as a cause of cancer,” Psychoanal. Rev., 195S, 42, 217-227. 
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Winter*® further explored the psychological characteristics of these two 
groups. He found significant differences between the reactive and primaA' 
groups on various projective techniques. His general conclusions were 
that no single description of personality applied to all peptic ulcer patients, 
and that at least two different personality patterns arc found in people with 
ulcers. * '■ 

We should also note that outer environmental factors are related to the 
omet of symptoms. Davies and Wilson^' report an interesting study of 
f '' Tavistock Qinic in London. They found that 
o o t ese cases developed ulcer symptoms after the occurrence of 
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female, however, is traditionally passive, and is expected to be dependent 
upon the male. Males with strong dependency needs within our cultures 
may then be expected to develop sex’erc conflicts concerning these needs, 
since they cannot satisfactorily fulfill the roles demanded of them. The 
conflict is thus forced upon them to a large extent by the demands of 
our culture. 

The basic psychodynamics of the individual developing a peptic ulcer 
may be summarized as follows: 


(1) TIic infant is at first completely orally dependent upon the mother. 
She is usually a dominant type of woman. 

(2) He then becomes more and more emotionally dependent upon her, 
and interiorizcs the aggressi\‘e mother together with her strong and driving 
ambitions for him. 

(3) As the child grows older the basic confiict benveen his ambitions and 

his needs to be independent, on the one hand, and his emotional needs to be 
dependent upon the mother, on the other, increase in severity and become 
more acute. . 

(4) He begins to feel ver>' hostile toward the mother upon whom he is 

dependent, and at the same time develops guilt feelings because of his hos- 
tilities toward her. , . 

(5) As an adult he anempes to sublimate these aggressive reactions. This 
might be done, for example, through business activines, or attempts to be 
superior in his job. The basic dependency needs, however, continue to be 

(6) The unsatisfied and dammed-up oral needs (his dependency) produce 
an overactivicy of gastric funedons, leading eventually to damage to the 

'“(7) Knal'tya peptic ulcer develops. This giv« secondary gains to the in- 
dividual’s dependency needs, chiefly through dse attennon he recerves as a 
result of his illness. 

(8) The cycle is repeated. 

Psychological feCors in cancer Wc have cited peptic nicer as an ev- 
ample of a disorder that is commonly accepted as a psychosomatic in- 
volvement, and upon which considerable research effort has been ev- 
pended. Individuals suffering from thB cond.t.on are " 

^ . f cv, mvchotherapeutic treannent. We would 

routinely, for some form or psycnoii p 
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logical condition. Such conditions as frustration, despair, and hopelessness 
were stressed. Kowal reviews the literature of the 17th and 18th centuries 
and quotes Guy^^ as stating, in 1759: 


‘’‘“f ' likewise not uncommon to married or unmarried, vounn or 
middle-aged svomen, especially those as ho are subject to hysteric and nervous 

peculiar to certain constitutions, 
as the dull, heavy, phlegmatic and melancholic. . . 

Kowal points out that the answer to the cancer problem is now thought to 
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ReznikolT^® studied personality trends in women who had cancer of 
the breast. He found that many more of the children of women with 
malignant growtlis died either during birth or during infancy. Women 
witii cancers of tiie breast had much more negative feelings toward 
pregnancy, and showed disturbances in their feminine identification. Their 
childhood experiences also were different from those of cancer-free 
women. As a group, their childhoods x\ere characterized by excessive 
responsibilities, which in a large number of cases were associated with 
caring for younger cliildren. Their married lives were in general less 
successful. 


Blumberg®® compared patients with fast- and slow-growing cancers. 
He concluded that the individuals who had fast-growing cancers were 
more defensive, more anxious, and had less ability to release their tension 
through action than did the individuals tvith slow-growing cancer. It is 
interesting to note that Blumberg predicted correctly the medical criteria 
for 18 of the 19 “fast” cancer cases, and 7 out of 13 of the “slow cases. 

Bacon, Rennecker, and Cutler^' felt that the personality structure of 
women with cancer of the breast was characterized by an unreso ve con 
flict with the motiter. The hostilities engendered were repressed, and 
handled through reaction formation of self-sacrificing e vior. ere 
was also a marked inhibition of competition with the mother in areas 

sexuality and pregnancy. In — ited^^S^^^^^^ 
cancer patients studied were: (1) inhibited sexuamy, v / 

hood, (3) a masochistic character structure, (4 inab.hty “ 

tilities, and (5) unresolved hostile conflicts with the mother, finally handled 


through sacrifice of self. . . 

Abfams and Finesinger« studied guilt reaettons m 
concluded that 56 out of the 60 patients 

fault of someone-either themselves or somebody else. The PJ=domman 
feeling expressed was that cancer was an “unclean dn^s=, bemg 

as somewhat similar to sypltilis or other venerea in cancer 

O 1 . A cfndied the relationship of hie stress to cancer 

Stephenson and Grace .j characteristics of 100 women 

of the cervix. They compared the personality cnara 
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with such a cancer to 100 women suflfering from cancer of other parts of 
e body. It was found that women tvith cancer of the cervut showed the 
followmg behavtois more frequently: dislike of sexual intercouise, failure 
husbands “T”’ of divorce or separation, unfaithful 

that ht^beT, 

omet of tt ; "-"o found to be present prior to the 

cen-L hJa ve" lo “"oer of the 

only ly of the^ incidence among Jewish women, being found in 

the SMar finlinlVb ^’^Stoes, being found in 25% of 
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confess guilty thoughts which might precipitate the rejection. Confessio’i 
is thus blocked by anxiety and the bronchial attack is the resultant sub- 
stitute behavior. Usually, the relationship with the mother had become 
sexualized. French and Alexander^* later hypothesized that the asthmatic 
attack is indicative of hostility on the part of the patient toward the figure 
upon whom he is dependent. This, of course, is usually the mother. The 
attack is conceived of as being indicative of a fit of rage, and at the same 
time a desperate cry for help. The gasping breath of the individual suf- 
fering from asthma may be interpreted as an attempt upon his part to 
orally incorporate the mother upon whom he is dependent— to have her 
within himself so that he can be forever safe. Some experimental confir- 
mation of the strong dependency needs of asthmatic patients was supplied 
by Rubin and Aloses,®^ who found that when asthmatic panents are 
compared with normal individuals, the former show three «mes as fre- 
quently dominant alpha n'aves in an elecrroencep a ograp uc n mg. 
This supports the conclusion that asthmatics are passive, dependent people. 

EsseZl hypertemion (high blood pressure) becommg mcreasmgly 
common in our culture. Studies have shotm that the blood pressure nses 
in all strongly emotionally charged situations, sue as , 

anger. As Finichel points out, the hypertensive 
on the one hand by extreme tension and aggression, “ 7 P ■ 

ceptive longing to get rid of the aggressions on he otl«r. He observ 
that super/ciaHy such individuals may 
themselves no omlets for their basic impulses. ‘"g 

crease of essential hypertension in modem man, Fenichel states. 

The increase in 'X“riES"orMvidua1s wh^hav^ learned that 
wli;"bTd hav"» live in a world where an enormous amount of 

aggressiveness is asked for. 
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and itching. Eczema is also » * ^o^;jered to be organ neuroses, 
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These are but a few of the “somatic” disturbances that have been 
related to “psychological factors.” Others have been investigated. They 
include: eye symptoms (which were first stressed by Freud), arthritis, 
menstrual difficulties, rnigraine, nenrocirculatory asthenia, c.\ophthalmic 
goiter, vasomotor rhinitis, and respiratory infections. 

A word of caution is in order. Such somatic illnesses as these may cer- 
Thev 1 pychological factors. Yer, on the other hand. 

We should he ^ ' ° P^T^'ologinal or other somatic factors, 

conclude rh r th' possibilities, and not be prone to immediately 

concMe that the presence of such a disorder is an indication of an organ 
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dread hangs over him. Emotionally he becomes quite unstable and ir- 
ritable, and often complains of a deep sense of fatigue and inertia. Psychic 
energy is therefore presumably being consumed in the internal conflict. 
The individual is in a continual state of tension, punctuated frequently by 
more acute attaclcs of anxiety that last from a few minutes to a few hours. 
He feels completely overwhelmed and helpless. During these acute anxiety 
attacks the usual physiological accompaniments of anxiety reactions are 
shown. These include; cardiac reactions, such as a rapid hearr bear and 
palpitations; feelings of nausea and faintness; difficulty in performing 
bowel and bladder functions; inabili^ to breathe properly. The indi- 
vidual’s sweat glands become active and often he becomes drenched in 
sweat. He may show disturbances of sleep and be unable to fall asleep, and 
if he does, he may have fearful and terrifying nightmares. There are 
disturbances in muscular reactions, such as tremors. Often there is gastro- 
intestinal distress. The individual states that he is afraid, but does not know 
of what. Any or all of these symptoms may be present. 

The earlier signs of the onconiing acute anxiety attack may be known 
to the person. He is less at ease, and has a feeling that something may 
happen to him. With an increase of the danger situation, feelings of anx- 
iety begin to make their appearance. If they are nor too strong at this time, 
the individual will probably be able to retain an ounvardly calm and con- 
trolled appearance. As the danger appears to mount, his control over the 
anxiety becomes increasingly difficult to maintain. He begins to perspire, 
develops hand tremors, becomes restless, develops a quickened heartbeat, 
and his breathing becomes more rapid. His capacity for thinking clearly 
and making adequate judgments decreases and slows down, and he some- 
times experiences very unpleasant seasadons of losing his mind. He feels 
that he can no longer keep control of himself. As the situation becomes 
more acute, the individual seems to see danger everywhere, and Anally 
starts to develop a “panic” reacrion. Conscious control disappears. His be- 
havior at times becomes completely disorganized, and often we ffnd him 
walking about, laughing, crying, and shouting. Sometimes he goes into 
rather a stuporous stare following the peak of the panic. Often when he 
recovers, he does not remember the period of panic attack at all. It is said 
that the anxiety neurosis is probably one of the most common neurotic 
reactions. Examples follow: 

One anxiety neurotic individual stated that he felt tense and anxious at all 
times. “I am frightened of things, but don’t know just what.” He complained 
of being continually fatigued, of restlessness, irritabilit}’’, and loss of appetite. 
Another stared that he could not sleep at night, but “tossed and turned half 
the night.” He complained of feelings of being tired, and said^ that he \\ as 
constantly worrying about vague things and that he felt tense. I feel rotten, 
tired, and I am lightheaded and my back and neck sometimes hurt. I can t ex- 
press my feelings.” His behavior was agitated, and he constantly moved 
around in his chair \\ hilc talking. 
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Dynamic characteristics The above description of an anxiety state fo!- 
ous c ear j the psychoanalytic theories of anxictv. The roots of the aax- 
jen- reaction he m deeply repressed situations wfuch are not consciously 
knot! n to the individual. If a sufficiently large number of repressions oc- 
rar, the ego IS unable to exercise its usual normal degree of control over 
he repressed material. These accumulate a great deal of energy in the 
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TRAUMATIC REACTIONS Often an individual is faced 

with what to him is a trau- 
matic situation. This might be either the actual materialized threat of a 
catastrophe, such as an accident in which his very existence is threatened, 
or it might be only the possibility of catastrophe, such as the threatened 
loss of a person close to himself. Regardless of whether or not the threat, 
or trauma, actually lus an existence in reality, an individual faced with 
what he perceives as a traumatic situation reacts in a decided manner to it. 

There is usually a withdrawing of attention from ongoing situations, and 
the individual does not readily respond to external stimuli. He appears not 
to be able to “take in” what is going on around him. There are behavioral 
reactions in which he appears to be helpless and dependent upon the sup- 
port of other people— he leans (psychologically, of course) very heavily 
upon others close to him. Strong emotional reactions are shown. These 
usually involve an.xicty and anger. Motor activities are speeded up, and the 
individual suffering from a traumatic neurosis will often show a very rest- 
less type of behavior— walking and rushing around-accompanied by 
crying and shouting. Sleep Is characteristically disturbed. The individual 
has nightmares, and recurrent dreams of the event that proved to be trau- 
matic to him. He cannot relax-, but relives his moment of horror and terror. 
There may be frequent periods of conscious fantasies. These, like the 
dreams, are centered around the traumatic event. 

Traumatic situations The syndrome of the traumatic reactions illus- 
trates rather clearly the functions of the ego. However, prior to discussing 
the role of the ego in the production of this neurotic reaction, attention 
will be devoted to the concept of “trauma.” 

As we recall, one of the basic tasks of the individual’s personality struc- 
ture is to attempt to maintain the stability and tension level of the organism 
—to attempt to aclueve a homeostatic condition.'^® If such a state cannot e 
achieved, the organism is faced with catastrophe and extreme emergency. 
One possible type of emergency occurs when the organism for some rea- 
son becomes flooded with excitement or energy with which it cannot cope 
-which is beyond its capacity for mastering. Such a situation is dccidely 
traumatic. 

As we may readily see, what might be trauir 
not be traumatic for another. What might be 
might be readily taken in stride by another, 
parent might be accepted normally by one aduJ 
reactions upon the part of another. Whether or 
as being traumatic depends upon many factors 
over-all maturational level of the individual. A 

TO See Chapter Three. 
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react traumatically to a situation that would not be disturbing to an adult. 
Then again, the particular condition of the individual at the time is of 
importance. If we are tired, “run down,” drained of physical energy, then 
we tend to perceive situations as more traumatic than we would in more 
nomal states. The internal problem of energy relationships is also sig- 
ni cant. If for example, an individual had a large number of repressions, 
then considerable energy would be devoted to their control. Consequently 
less energy xvould be available for dealing with perceived threats, and 
situations would more readily tend to be perceived as traumatic. 

One of the functions of the ego is to attempt to avoid traumatic states, 
serv’pl previous discussion, this is the function of anxiety. It 
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the following areas: (1) withdrawal of cathexis from external objects, 
(2) severe emotional reactions of anxiety and rage, (3) repetition of the 
traumatic situation in both sleep and waking fantasy. As pointed out 
by Fenichel,« the ego in all these reactions is attempting at the same time 
to do two types of things. On the one hand it is attempting to draw away 
from the traumatic situation-to get its breath and rest, as it were, before 
attempting to master the energies beyond its control. On the other hand, it 
is attempting to “discharge” the traumatic event through repeated re- 
experience in fantasy. 

Ego functions appear to be blocked, as shown by the nonresponse of 
the individual to external stimuli. At rimes he even repeatedly faints. 
(Fainting is a complete withdrawal of ego.) Considerable energy of the 
person is concerned with the trauma, so all other ego functions become 
unimportant. There is ample evidence of this. Sexual functions decrease, 
severe regressive reactions are shown, the individual becomes helpless and 
has to be taken care of by others. 

Through recurring fantasies and dreams the traumatized individual 
goes through again and again the experience that was so threatening to him. 
This is an infantile method of gaining control over a threatening situation. 
By its re-experience there is discharge of tension, and mastery of the ex- 
perience. In this way the ego attempts to regain control of the situation. 

One individual underwent a choleocystcctomy (removal of the gall bladder) 
and two weeks after die operarion he continued to show severe psychological 
reactions. He refused to sleep, and just “cat-napped.” Whfen given sedatives 
he responded violently with acute reactions, crying and shouting and 
threatening to strike individuals. There was no adequate response to usual 
amounts of sedation. His voice resembled that of a child— whining, crying, 
and complaining. He insisted upon his wife’s being present in the room with 
him at all times, and would not let her out of his sight. He complained of 
being afraid, and could not tell anyone what he feared. This behavior is 
typical of individuals suffering from traumatic neuroses. 

The traumatic situation brings to the ego the realization that these are 
experiences outside itself that cannot be mastered and directed, which 
further raises the anxiety level of the individual. 

Traumatic reactions and war A war situation, as readily seen, serves 
as a special precipitator of traumatic neuroses. Fenichel points out that 
during a war state a second superego may be formed within the individual 
—a “war superego.” This second structure is created through the identifi- 
cations the individual forms with superior authority figures, who are cast 
in the role of parents. The usual superego will not permit the individual 
to express the impulses demanded by war— killing and unrestrained hos- 
tility. War demands reactions that were formerly completely repressed. 

72 Ibid., p. 126. 
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The exercise of the very functions that were formerly taboo arc now the 
most meritorious form of behavior. Refusal to engage in them is as severely 
punished as their gratification formerly would have been. They can be 
more readily accepted by the individual if he forms his “new superego." 

In addition to this, war frees the individual from personal responsibility 
for what he does. It U not the individual who kills-he kills only because he 
^ordered to do such a thing and not necessarily because he wishes to do it. 
His commariding officer tells him to do such a thing, and the responsibility 
rests wit t e officer. But at the same time his superior officer assumes 
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As in the etiology of any neurosis, constitutional factors and the individual’s 
life history, including the genetic background of his personality, are very 
important. Yet many observers have given these factors undue weight. The 
realities of war, including the nature of anny “society,” and the traumatic 
stimuli, cooperate to produce a potential war neurosis in every soldier. When 
predisposition is combined with adequate stimuli of a certain type or degree, 
a neurotic breakdown is precipitated, which constitutes an illness and re- 
quires treatment. 

Some individuals can withstand greater amounts of trauma than others, 
but regardless of the ability to adjust to traumatic experiences there is 
probably a point in every man’s life where he “breaks.” Under present- 
day conditions, with the great insecurides stimulated by atom and hydro- 
gen bombs, and the ever-present threat of world catastrophe, this “breaking 
point” has been approached more closely for many people. 


CONVULSIVE BEHAVIORAL DISORDERS Usually epileptic conditions 

are thought of as purely 
organic brain difficulties. Moreover, many such reactions are symptoms of 
psychologically induced conditions. It is with these that we are particularly 
concerned. For this reason the section on the convulsive behavioral dis- 
orders is included in this chapter. 

We no doubt have known individuals who suffer from what are popu- 
larly known as “fits,” and might perhaps have seen someone undergoing 
an acute seizure. These are symptoms of what is known as epilepsy^ or 
cerebral dysrhythmia. 

Petit 7ml. The symptoms shown by the individual in this type of at- 
tack are less spectacular than those of the grand mal seizure. Often they are 
so slight that they are not readily recognized. The predominant symptoms 
include: a momentary loss of consciousness (this is very slight, lasting but 
a few second^ and comes abruptly); and a nvitching of various parts of 
the body, such as the eyebrows or eyelids. 

Grand mal. The symptoms in the grand mal attack are much more 
dramatic than in any other. It is characterized by severe convulsive re- 
actions. There is a complete loss of consciousness, which is quickly fol- 
lowed by a contraction of the muscles. The person is rigid, and during 
this period breathing often stops, and saliva may flow from the Ups. Vio- 
lent contraction of the muscles then occurs, and the limbs thrash around 
violently. Bowel and bladder movements may occur, and the tongue or lips 
may be severely bitten. Finally the convulsions stop, and the individual 
lies relaxed. 

Jacksonian epilepsy. This syndrome was described by the English 
neurologist, HughJings Jackson. There arc no convulsive seizures of the 
grand mal type, and there is no loss of consciousness. However, there are 
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brain are made. Each individual apparently has his own unique pattern 
of brain waves. 

From a study of the characteristics of the waves, such as whether or not 
they are fast or slow, or large or small, together with their general pattem- 
mgs, It is possible to tell whether or not there is an injury of the brain, and 
if so where the injury is located. 

It found that epileptic seizures are characterized by the same general 
^pe 0 wa\e patterns. For example, grand mal seizures arc characterized 
y a ast type of u ave, psychomotor by a slow, and petit mal by alternat- 
ing fast and slow waves. ^ 
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involv’cd in convulsive behavioral disorders. Alany of the earlier personality 
studies were concerned with attempts at describing an epileptic personality 
type. It was thought that such a personality could be characterized as 
moody, irritable, given to sudden bursts of anger, cruel, egocentric, mor- 
bidly sensitive, rigid, perseverative, destructive, sadistic, and unable to 
tolerate interference with his activities by another person. These were only 
a few of the many characteristics attributed to such a “type.” Harrower- 
Erickson®^ surveyed the literature to determine whether there was a par- 
ticular “personality type,” and concluded that there was no such reliable 
pattern to be found. 

Clark®- viewed the convulsive behavioral disorders as psychobiological 
reactions. These were the results of attempts upon the part of the indi- 
vidual to avoid intolerable adjustmental demands, and to regress to a pre- 
conflict state. Later he felt chat the seizures were reactions of the indi- 
vidual to his deep homose.xual conflicts. Clark maintained that there were 
constitutional instabilities present within the organism, but that the seizures 
were regressive meclianisms of psychological origin.®® 

Freud®* believed that the convulsive behavioral disorders were primarily 
organic in nature, but demonstrated that many cases were hysterical in 
nature, fte felt that the seizure was a symbolical substitute for autoerotic 
satisfactions. The various symptoms were equated by Freud with deep un- 
conscious material. Incontinence may be viewed as a continuation of vio- 
lent childhood pollution; self-injury as a repetition of childhood accidents 
or fights; the loss of consciousness as being equivalent to the feeling ex- 
perienced ac the climax of intensive autoerotic sexual gratification; and 
the actual seizure itself as being a symbolical representation of the act of 
coitus. 

Fenichel®* has developed psychoanalytic theory in regard to convulsive 
behavioral disorders. He postulates first an organic predisposition toward 
the reaction. (This is what is revealed by the electroencephalogram.) The 
predisposition consists of a readiness to react to certain stimuli with the 
production of the explosive convulsive discharge. He compares it to an 
extreme emotional state. FenicheJ states that the stimuli that provoke the 
reaction are of various kinds: (1) they may' be purely physical stimuli 


81 Harrower-Enckson, M. R-, “P^cholc^ical studies of patients with epileptic 
seizures ” in Epilepsy and Cerebral Localization (\V. Penficid and T. Erickson, cds.). 
Springfield, m.: Charles C. Thomas, 1941. 

82 Clark P. L. “A psychological intcrpretauon of essential epilepsy, IJrain, iviu, 

4J 38-49 w • 

S3 For further studies, see; AlmcJman. B., “Psychopathology of epilcpW.. ^ 
Epilepsy: Psychiatric Aspects of Convulsroe Disorders (P. H. Hoch and R. P. Knight, 
cds) New York: Grune and Stratton, 1947. 

s^Freud, S. “General remarks on hy^erical attacks,” m Collected Papers, Vol. II. 
London: Hogarth Press, 1909, pp. 100-104. 

85 Fcnichel, O.. op. cit., pp. 265-267. 
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producing reflexive reactions; (2) they may stem from organic brain 
damages that inhibit higher levek of brain organization; or (3) they may 
be specific mental impulses. 

Fenlchel states that epileptic pei^onalitics tend to be very narcissistic, 
with poorly formed ego structures. Further, they show intense destructive 
and sadistic drives. These have been repressed for a long period of time, 
and achieve discharge through the seizure. The destructive drives are 
repressed because of fear of retaliation. He stresses as a significant fact 
seizures there is a mobilization of anxiety. This anxiety is 
blocked, and the epileptic seizure occurs as a substitute. Repressed rage 
and hostility are significant in the psychodynamics of the convulsive be- 
havioral disorders. 
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Harrower-Erickson®^ states that most observers have found no clear re- 
lationships between the severity of the clinical picture, and mental de- 
terioration. 

Magman and Rappaport®' point out that several investigators have re- 
ported that the average intelligence quotient of epileptics is approximately 
75. However, these studies were done on institutionalized epileptics, who 
comprise only 10% of the total group. Again, the reason for the seizure 
states was not detailed. They also stress the fact that several serial retest 
studies show that the deteriorative process k not characteristic of convul- 
sive conditions in general, although cases with onset at an early age tend 
to show it more frequently. 


MIGRAINE We perhaps know of an in- 

dividual who suffers the 
pain of “migraine headaches.” These conditions are sometimes referred to 
as “sick headaches,” or “bilious headaches.” It is held by most authorities 
that migraine is one form of an epileptic seizure. Lennox points out that 
epilepsy involves the brain primarily, while migraine involves the auto- 
nomic nervous system (chat part of the nervous system which is not under 
the voluntary control of the person). 


Descriptive characteristics Like the convulsive seizure, migraine fre- 
quently is present in relatives of the individual suffering the attack. Ab- 
normal E.E.G.’s are also shown in the same manner. 

Headaches, however, are not the only indications of migraine. Visual 
symptoms, consisting of spots before the eyes, or lines arranged in geomet- 
ric patterns, frequently occur. These might be considered as an “aura,” 
which may or may not be foJIoTved by the headache. 

T/iere may be ocher sympcoms, including digestive disturbances, de- 
pressions, irritability, nausea, or sense of confusion. Many other psycho- 
logical symptoms may be shown. 


Theories of migraine As in the case of convulsive disorders, most au- 
thorities feel that the basic cause of the disorder is an inherited predisposi- 
tion. No studies have shown the presence of gross or microscopic cellular 
defects of the brain. It is thus felt that the condition is essentially functional 
rather than structural in nature. Emotional factors are important in the 
precipitation of migraine “attacks.” 


Harrower-Erickson, M. R., op. cit. ^ 

siMavman AI.. and Rappaport, D., “Diagnostic twtuig in contulsue disorders, in 
Epilepsy: Psychiatric Aspects of Convulsive Disorders (P. H. Hoch and R. P. Knight, 
eds.). New York: Grune and Stratton, 1947. 
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Lennox®- points out that two conditions occur witlt marked frequency 
in migraine sufferers: there is apparently some involvement of the en- 
docrine glands, and emotional disturbances arc prominent. His conception 
may be summarized in the following statements: 

(1) Persons with migraine inherit an unstable or ovcractive vcGctative 

nervous system. ® 

(2) This system both controls and is influenced by the endocrine plands. 

\\hich influence the acti\ity of the nerves. 

(3) Due to some precipitating emotional situation, the balance of the 
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the unrestricted impulse gratifications are not “felt” as alien or painful. 
They are felt as “syntonic” or as “just part of me.” 

Wilhelm Reich has been prominent in calling attention to these char- 
acter disorders, beginning with his work on this subject in 1922. He sum- 
marized his theoretical conceptions in a book that discusses the psycho- 
pathology of these conditions and the special modifications necessary in 
their psychotherapy.*'^ Alany other workers, psychoanalysts and nonpsy- 
choanalysts alike, have studied these phenomena and contributed to our 
understanding of them. One of the reasons for their importance is that 
increasingly larger numbers of character neurotics are requesting psy- 
chotherapy. Another reason is that in the study of such conditions many 
aspects of ego development and of “ego psychotherapy” (see Chapters 
Thirteen and Fourteen) are illuminated. 

Since such individuals do not experience their “traits” as painful, one 
may wonder why they seek treatment. It must be recognized that there 
are no “pure” cases of any kind, and that even character neurotics may 
have other neurotic (more classical) symptoms which are experienced as 
painful. In addition, such individuals get into trouble because of their 
“character.” They may be excessively passive or e.vcessively a^ressiVe, for 
example, and tlien find that they have difficulty being accepted by others 
or in getting along with them. They seek help because, although they do 
not see how their own personality is at fault, they find themselves in dis- 
agreeable situations, and they want help in managing these situations. In 
the process of psychoclierapy, if adequate progress is made, they finally 
become aware of how they have created or contributed to these situations 
and how the problem, at least in part, is within themselves. 

Descriptive characteristics The following case illustration may help to 
make the features of a character neurosis more understandable; 

The patient was a 34-year-old office manager. He complained of the diffi- 
culties he was having with his office staff. None of them seemed to like him, 
except on occasion, and they would often treat him with discourtesy and 
disrespect. At the same time that they seemed fearful of him. they spoke up to 
him, criticized him and often disregarded his “orders." As a result he was 
often angry with them and the routines of the office were disorganized and 
inefficient. He also spoke of similar difficulties with his wife, and even with 
some of his friends. He was getting to feel more and more inadequate al- 
though he “knew” he was competent. 

In therapy it became clear that he was typically hosnlc and argumentative 
although he did not know this and felt, in fact, that he was a ver^^ agreeable 
person Gradually it became clear that he disliked people, having transferred 
or displaced to them the causes of his own deep feelings of inadequacy', uhich 
were rooted in his relationships with a \er>' powerful and punitive mother. 

He was hostile and argumentative, ready to sec slights and disrespect m the 

01 Reich, W., Character-Analysis, 5rd ed. Ncu' York: Orgonc Institute Press, 1949. 
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behavior of others toward him, but he was unaware, at first, not only of his 
own aggressive traits but also of his own reactive passivity, which helped to 
conceal at times his hostile wishes even more from himself. 

This case demonstrates many of the usual attributes of the character 
neurotic. He does not experience his “behavior” (which essentially com- 
prises his symptoms") as painful or pathological. His behavior is ego 
symonic, therefore. He lacks insight into the true nature of his problem; 
i.e he does not realize that the fault lies within liimself rather than in the 
behavior of othep. His trait of aggression is “exaggerated" and is used 
routinely repetmously, and rigidly (without significant adaptation to the 
realities of the moment) . He is not aware of why he behaves as he does; his 
mode of behavior seems quite natural and appropriate to him. His character 
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character development. By virtue of the presence of existing cultural fac- 
tors, such as the person’s class position, his religious affiliation, his group 
memberships, and the like, he tends to identify with those important and 
seemingly powerful people who arc available to him, and then develops 
the interiorized trait to a rigid and excessive degree. 

In many discussions of psychopathology the impulse neurotic is classi- 
fied as a character disorder. In such cases, the apparent opposite of what 
occurs in character development takes place. In order not to experience 
the impulse that is perceived as threatening, the individual “acts out” the 
impulse and thereby loses awareness of the impulse itself and thereby avoids 
experiencing internal conflict. He may get into difficulty with society for 
his impulsive acts, but then he can blame society instead of blaming him- 
self, and this seems easier for him to handle. In impulse neuroses, the ego 
boundaries may be thought of as too “permeable,” so that the impulse 
avoids getting recognized and “coped with” in some appropriate way. 
Thus, we can conceptualize two apparently opposite types of pathological 
character; the overly armored character (in which the ego is overcathected 
and does not permit the impulse to break through), and the overly perme- 
able ego (in which the impulse escapes recognition because it is drained 
off or discharged before it can be experienced). These difficulties have in 
common an inability of the ego to “contain” and to experience the impulse. 
Some types of so-called psychopaths probably belong in the classification 
of character disorder since they are unable to experience and cope with 
impulses and their accompanying affects. 

Almost any trait may become the central feature of the pathological 
character development. As a consequence, various systems of classification 
have been proposed. The psychoanalysts base their characterological classi- 
fication on the nature of the fixation. Thus, in this system there are oral 
“characters” (in whom oral traits predominate), anal “characters” (in 
whom anal traits predominate), and so on. Abraham has pioneered in de- 
scribing and explaining the development of such types.®’ Psychoanalysts 
also speak of “reactive character trails” by which are meant traits involv- 
ing avoidance and those involving reaction formation.®® Other workers 
have offered other types of classification. Adler speaks of various “styles 
of life.” Homey discusses avoidant, oppositional, and dependent character 
types, among others. Jung classified people into introverts and extroverts. 
Alexander speaks of intakers, retainers, and eliminators. Erickson speaks 
of a variety of auxiliary “modes” as the base of his typology. VVe should 
remember that such classifications arc attempts to categorize people m 
general and that a given individual usually transcends any such classifica- 
tion system (he is rarely, if ever, a pure ‘type ). 

05 Abraham, K., Selected Papers on Psychoanalysis. London: Hogarth, 1927. 

90 Fenichel, op. cit., pp. 471-475. 
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As PREV.omi.v NOTED, the psychotic individual manifests an actual 
personality •■breakdosvn,” due to the fact that the ego is completely 
oversvhelmed. There arc acute conflicts between ego and reality, 
and the person is unable to assume the espected adult 
responsibilities of his culture. The defemes that he employs 
primarily are infantile in nature, and they are the resultants of 
deeply regressive reactions. Reality-testing capacities usually are 
seriously hnpaired, and there are se™m disturbances m numerous 
mental functions. In this chapter we shall dtscuss in detail the 
characteristics of the maior psychotic disturbances The charactenstic 
symptomatology of each of these w. 1 be presented, but stress will 
be placed primarily upon their underlymg dynamic quahnes. 

fLc however, it might be well to duicuss more systematically 
some of the general characteristics that apply to most, if not all, 
psychoses In doing this w e shall compare the relevant features of the 
psycho* personality with those of the nonpsychotic individual (nonnal 
and psychoneurotic). 
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gross disturbance In such abilities as attention, memory, imagination, 
perseverance, and the like. This gross unevenness in development may 
also take the form of lack of harmony bet\veen the affective and cog- 
nitive spheres of behavior, or between other spheres. This leads to such 
phenomena as inappropriateness of affect, peculiar skeletal and physio- 
logical responses, and bizarre or infantile thought patterns. 

In general terms, then, the psychotic individual differs from the non- 
psychotic in the “fragmentation” of personality functions, the imbalance 
of the several areas of the personality, a failure in differentiation of in- 
ternal from external events, and an under- or overdevelopment of per- 
sonality functions, notably those of the ego. 

The reader should be cautioned again at this point that, like the psycho- 
neuroses, psychotic conditions are rarely shown in “pure” form. Clinically 
the conditions manifested tend to be “mixed,” with perhaps one type of 
symptom predominating at a given time. We shall talk about the catatonic 
schizophrenic, or the hebephrenic or paranoid schizophrenic as if these 
were “pure” entities in themselves. However, in an individual case a mix- 
ture of many types of characteristics is usually present. 

The discussion of this chapter is basically divided into three areas— 
(1) the schizophrenias, (2) depressive and manic psychoses, and (3) psy- 
chotic reactions and organic brain damage. The discussion of the schizo- 
phrenias is given far greater space than the others because of the greater 
practical and theoretical importance of these psychoses. Not only are 
about 50% of the beds of our psycluatric hospitals occupied by patients 
classified as schizophrenic, but judging by current and past research 
projects, schizophrenia is considered an important problem from the 
viewpoints of its etiology and its clinical properties. Further, an analysis 
of the theories concerning schizophrenia is of value to an understanding 
of many, if not most, other behavior pathologies. As we shall see, the 
problem of the seVuzophrenias is an extremely complex one. One can only 
begin to understand the nature of this complexity (or so it seems to us) 
by a careful study of representative facts and theories. 


THE SCHIZOPHRENIAS In the well adjusted person 

^ we usually find, over a 

period of time, essential agreement and harmony in psychological func- 
tions. The various aspects of his personality blend together, and the id, 
ego, and superego forces tend to be in comparatively good “balance.”^ 
Of course we know from reflection about our own lives that there may 
be occasional periods when this balance is not maintained, but over a period 
of time this harmony and working together of all these aspects of the per- 


1 See Chapter Three. 
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form of the disturbance. Schizophrenic behavior is usually preceded by 
schizophrenic tendencies within the personality. 

The schizophrenic process itself tends to be evolutionary and may some- 
times develop very slowly. The individual may have feelings of loneliness. 
He often becomes subject to periods of depression. He begins to lose 
social interests, spending more and more time at home, and losing interest 
in relationships with other persons and external activities. Frequently he 
seems to be preoccupied; he “wool-gathers” and seems to be “far away.” 
He begins to have a lot of speculative thoughts, usually centering about 
vague, philosophical questions or sexual problems. He often thinly about 
questions that have no answer. Sometimes he becomes extremely dissatis- 
fied with environmental situations that previously gave him a high degree 
of satisfaction, and he moves from one place to another. He tends to be 
preoccupied, and this tends to increase as the schizophrenic process 
develops. , 

The schizophrenic individual generally attempts to avoid activity, los- 
ing his initiative. Energy continues to be focused upon his own inner 
processes.^ He continues to retreat and remove himself from the real outer 
world witli which he cannot cope, and creates a new inner world which 
is much more pleasant and less threatening to him. Social relationships 
decline. Whiteman^ studied schizophrenic performance on tests of social 
relationships. He concluded that schizophrenics showed impairment on 
social concept tests, and that this impairment was greater than that shoxvn 
on formal concept tests. 

The normal person secures his satisfactions through expending his energy 
in some direct relationship with the external world of reality. The schizo- 
phrenic abandons this process, but instead secures his gratification through 
fantasy and through gratifying his basic id urges and wishes in a sym- 
bolic way. Manifestations of unconscious processes also emerge in many 
instances at a conscious level. The schizophrenic thus expresses consciously 
what the normal individual represses. Often the impulses of the normal 
individual are the same as those .of the schizophrenic, but they are at an 
unconscious rather than at a conscious level. It should be remembered 
that even though it often appears quite silly, irrelevant, and without mean- 
ing, the behavior of the schizophrenic does have meaning to him. If one 
is willing to spend the rinie and eifort with such an individual, his actions 
and thought processes may finally become meaningful and intelligible 
to the- observer. VVe must remember that those things expressed by the 
schizophrenic largely result from unconscious thoughts, ideas, and emo- 
tions that are associated by him at an unconscious level without regard 

3 See discussion of mental economics in Chapter Three. „ 

4 Whiteman, M., “Schizophrenic pcrfoimance on social concepts, /. Abvonn. iioc. 
Psychol., 1954,49, W27I. 
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to his particular reality situation. Rosen® has described schizophrenia as a 
state m which imagination becomes reality. 
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sense impressions. Usually unacceptable ideas and drives, together with 
feelings of guilt, are seen as existing in the outer world and not within 
oneself. This cxtemallzation of the source of the ideas and feelings is 
accomplished through the mechanism of projection.® The schizophrenic, 
of course, is incapable of knowing the source from which his hallucina- 
tions arise, and attributes these false perceptions to the outer world. In 
this way he denies the fact that they actually He within himself. The 
schizophrenic has a strong belief in the reality of the hallucinations regard- 
less of the sexise modality in which they are expressed. He accepts them 
at full face value and then reacts to the hallucination in the same way that 
the normal person would react to a sense perception of a real object. The 
schizophrenic, therefore, fails to distinguish between his inner experiences 
and the outer real world. Freud, ^ in discussing the origin of hallucinations, 
stated that unacceptable and painful material is repressed by the ego proc- 
esses of the individual. However, the repression may not be successful 
and the material then returns as an hallucinatory wish fulfillment. 

Arieti* delineates three essential characteristics of hallucinations. First, 
the hallucination is a pcrceptualization of a concept. Due to the process 
of repression, an image is reproduced by the mechanism of perception. 
Secondly, the hallucinations are projected to the external world. Thirdly, 
the individual believes in the hallucination, and does not realize that it is 
a false perception. 

It was pointed out that illusions occur in “normal’* individuals as well 
as in schizophrenics. Similarly, hallucinations are experienced by young 
children, and often occur in “normal” adults as well. They are most likely 
to occur when we are overly fatigued, or under conditions of severe stress. 
Sometimes we have visual hallucinations just before going to sleep, at a 
time when the ego is less alert than othenvise. These are known as hyp- 
nagogic hallucinations and are not rare in nonschizophrenic individuals. 

The delusions that the schizophrenic experiences are also projections of 
ideation and feelings from within the individual himself. Schizophrenic 
delusions are of two major types. The basic underlying delusion is re- 
ferred to as the prmiary delusion. This is the central system of the faulty 
thoughts expressed by the schizophrenic. He builds an elaborate structure 
upon this core, and makes an attempt to relate the primary delusion to 
reality through the development of a secondary delusional system. The 
primary delusion is the basic delusion, and the secondary delusion is the 
elaboration developed to attempt in some way to explain and make more 
plausible the primary delusion. 

TFrL^*!?.r“The Defense Neuro-Psychoses.” in CoUected Papers, Vol. I. London: 

cf Scb.zopbrem^. York: Bnrnocr, 1955, pp. 2.5-253, 
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Sometimes the delusional system may be very piecemeal and vague. Such 
a delusion is referred to as umystematized. On the other hand, the delu- 
sional system may be extremely xvell organized, and if one grants the basie 
delusionary premise or content, the rest of the delusion seems to be verv 
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sional material might be brought out in order to test the therapist or other 
significant persons. The therapist then has to decide whether to accept the 
delusion at face value, or whether to use the material to understand the 
patient’s communications. 

Disturbances in motor reactions. The intensity of motor activities in 
the schizophrenic ranges from a state of extreme frenzy in which the per- 
son throws himself around with abandon, attacks other individuals, de- 
stroys objects, and has rapid, incoherent speech, to states in which the 
individual is in a deep stupor and engages in no observable motor activi- 
ties. Stereotyped actions and mannerisms are common, and they may take 
many forms. The schizophrenic may mimic the actions of other people 
(echopraxia) or copy their speech (echolalia). The individual (catatonic) 
may retain any posture in which the limbs are placed. This is known as 
waxy flexibility. His arm or leg may be raised, or placed in a particular 
position, and this placement will be maintained for a long period of time. 

Emotional disturbances. The emotions of many schizophrenics tend to 
become more and more dulled, and they may become so emotionally im- 
poverished that they finally do not react appropriately to external situa- 
tions. Interests may continue to lessen in a very slow and gradual manner. 
Emotional states become very rigid and flattened, and schizophrenics then 
lose the capacity for responding adequately to situations that should arouse 
some emotional reaction. The schizophrenic individual, of course, docs 
show some emotional reactions, but they are frequently not related or 
appropriate to any reality situation and often do not “make good sense" 
to the individual who observes him. However, if we recall our basic princi- 
ple that the behavior of the individual is not haphazard or chance,*® but is 
purposeful, then we will realize that to the schizophrenic himself the emo- 
tion he shows is not attached to real events going on outside himself. 
Rather, it is meaningful in that it is related to unconscious factors of wliich 
the observer is often quite unaware.*^ 

Schizophrenic language a?2d thought processes. Jf we talk with a 
schizophrenic we often observe that the sequence of his ideas appears to 
be queer and unrelated. He will first talk about one thing and then rapidly 
jurnp to something else which might be apprently illogical. His intellec- 
tual associations often seem to be e.xtremely disturbed. The schizophrenic 
“misses the point” of thoughts, and he may use the same phrases over and 
over again-this is known as stereotyped thought. The ideas that are 
brought forth frequently lack any logical relationships with each other. 

As in the case of the emotional reactions shown by the schizophrenic, lus 
ideas are also associated at an unconscious rather than at a conscious level. 

10 See Chapter One. , . ^ -n. 

See section on production of symptoms in Chapter Three. 
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Such unconscious associations resemble in many ways what we ourselves 
might do if we would sit down and think about a particular word. For 
example, we could sit down and think of the word “table” and immedi- 
ately say the various things that come to mind, such as “chair,” “food,” 
or mother. ’ Thus when we tr\’ to introspect and “free associate” in this 
way, we are not concerned with communication and our sctjuence of 
thought may appear to an observer to be unrelated and illogical. This 
type of thought in a schizophrenic is often referred to as scattered think- 
mg. Senf and others'- investigated thinking deficit in schizophrenia and 
^ that resulted when schizophrenic subjects were retested under 
^ intravenously administered sodium amytol and benzedrine 
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considerations, and abstract thoughty characterized by an ability to shift 
readily from one aspect of a situation to another as well as to categorize 
and generalize. He then became interested in the thought process of 
schizophrenic patients.” His findings indicate that the normal person tends 
to utilize both concrete and abstract thinking and shifts readily from one 
to the other. The schizophrenic thought process on the other hand tends 
to be concrete in nature, and a shift to abstract thinking is difficult. 

Vigotsky, as well as Hanfman and Kasanin,*® came to the same con- 
clusions generally emphasizing the loss of capacity of schizophrenics to 
think at an abstract level. Rappaport,’* in his study of 75 schizophrenics, 
came to the conclusion that the schizophrenic was either too inclusive in 
his abstractness or too inclusive in concrete content. The inability of the 
schizophrenic to conceptualize has been demonstrated by many investi- 
gators. This process itself is variable, however. Webb^^ studied the loss 
of conceptual capacity in schizophrenics as related to the threat of failure. 
He concluded that even a mild threat of failure to schizophrenics serves 
to block the operation of maturational variables, and maintains deficits in 
conceptual ability. 

Goldstein concluded:” 


Analysis reveals that many of the strange words which the patients use 
become understandable when considered in rclarion to the concrete situation 
which the patient experiences at the moment and which he expresses in 
words. In their language there is an absence of generic words which signify 
categories or classes. 

The infantile character of schizophrenic thought. The thinking of the 
schizophrenic tends to become quite primitive and infantile in character, 
resembling that of the young child or primitive man. As Schilder” points 
out: 


The characteristic content of the unfinished thoughts of the schizophrenic is 
also characteristic for the thought processes of primitives. 


Schizophrenic thought resembles that of the more primitive and infantile 
individual in that it lacks consistency and coherence. There is a wishful 
and all-powerful quality to thinking that disregards the demands of reality. 


Goldstein. K., “Methodological approach to the study of schizophremc thought 
disorders.” in Language and Thought in Scbizopbrema (J. Kasanm. ed.). Los An- 
geles: University of California Press, 19-16, pp. 17-40. 

18 R^papoK,’ °D., Diagnostic Psychological Testing, Vol. 1. Chicago: Year Book 

“Conceptual ability of schizophrenics as a funcuon of threat of 
failure,” /. Abnonn. Soc. Psychol., 1955, 50, 221-224. 

and Thnnsbt. New York; Columbi. Unherriqr 

Press, 1942. 
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It is autistic in nature, and there is much confusion between actually doing 
something and thinking about it. Further, in both infants and schizo- 
phrenics there is confusion and lack of ability to distinguish benvecn 
things that are emotionally identified. 

Similarities of normal and schizopbrevic thought. In many ways the 
thought processes and speech of schizophrenic persons arc similar to those 
of normal individuals in certain states. For example, there is marked sinii- 
anty etween the speech and thoughts of schizophrenics and those of 
normals in dream states. As Freud™ pointed out: 
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a Rorschach examination. At one point he angrily threw the Rorschach 
card on the table and accused the examiner of believing that he was 
“crazy.” He was asked why, and replied: “That animal there [on the 
Rorschach card] looks like a squirrel. He likes nuts. I’m not nuts, and 
you think I’m crazy.” 

Von Demarus-^ studied the laws of logic as they related to schizophrenic 
thinking. He pointed out that in normal thought the major premise must 
be included in the niinor premise for the conclusion to be true. The ex- 
ample he used is: “All men are mortal. Socrates is a man. Therefore, Soc- 
rates is mortal.” The schizophrenic on the other hand makes conclusions 
based on loose and casual associations of objects. “Indians are stags, be- 
cause stags are swift and Indians are swift.” 

Tlu's looseness of associations is characteristic of the thought processes 
of schizophrenics. White-^ concluded that: (J) schizophrenics are un- 
willing to interpret, but when they do they show a need to generalize, 
even if the generalization makes no sense; (2) schizophrenics group into 
comple.x patterns rather than simple categories; (3) they show persevera- 
tion and lack of completeness of thought; and (4) they avoid personal 
themes and prefer impersonal themes of morality, religion, life and death. 

Intellectual deterioration hi schizophrenia. The earliest concepts of 
schizophrenia as formulated by Kraepelin were grouped around the hy- 
pothesis that intellectual deterioration occurred regularly, and was pro- 
gressive in nature. As we have seen from our previous discussions, marked 
disturbances in thought and speech processes do occur, but whether or not 
such aberrations are the result of a deterioration of intellectual abilities 
is questionable. When schizophrenics are given psychological tests of vari- 
ous sorts deficits in performance are found, but the point at issue appears 
to be whether or not the defects are due to actual intellectual deterioration 
or to increased withdrawal and other factors that have been previously 
discussed. 

Kendig and Richmond's studied intellectual deterioration in 500 schizo- 
phrenics on the Stanford-Binet intelligence test. They came to the con- 
clusions that on the whole the schizophrenics tested lower than should be 
expected, but that the impairments xvere found chiefly on those aspects of 
the test that demanded attention and sustained effort. Other than this, no 
other specific intellectual factors showed significant impairments. Sha- 


Von Demarus. E.. “The specific laws of logic in schizophreifia.” 
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kow s^T studies indicated that schizophrenics were affected most on tests 
involving conceptual thinking and least on those requiring immediate 
memory. He pointed out that his results agreed substantially with those 
of Kendig and Richmond. ^ 
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is characterized by strong id forces, and individuals of this type regress 
to the most primitive forms of adaptation (catatonic and hebephrenic re- 
actions). In the third, homosexual reactions are dominant. 

It should be pointed out that the classification of types of schizophremc 
disturbances will probably be revised in forthcoming years. Within recent 
years several new methodological advances have made possible alternate 
ways of studying and describing pj^xhiatric conditions. One of the prom- 
ising approaches, which unfortunately also contains many pitfalls, is that 
of factor analysis of observations of the beliavior of patients. This statisti- 
cal technique enables the investigator to extrude the least number of fac- 
tors necessary to account for the data within the design of the experiment. 
One of a notable series of studies along this line is reported by Lorr and 
co-worhers.32 They found it possible to account for all the observations 
on all their patients (423 male psychotics of all types) in terms of II 
factors. At about the same time. Beck,** using a dilferent measuring in- 
strument (the Rorschach test) and a different statistical method (Q-sorts 
as well as factor analysis) reported that he was able to isolate six types 
of schizophrenia in children. He also concluded, on the basis of retests 
of a year or more, that schizophrenia is a “permanent” defect of character 
structure. 

Simple schizophreiiic reactions. The term “simple” in this type of 
schizophrenic reaction docs not refer to the seriousness of the involve- 
ment; rather it refers to the fact that this particular syndrome is not 
characterized by acute, violent, dbturbed behavior. The characteristic 
schizophrenic hallucinations and delusions are not usually the chief or 
most prominent features of the symptoms; instead, the chief characteristics 
of the simple schizophrenic process center around disturbances in emo- 
tions, outside interests, and activiries. If hallucinations do occur they are 
usually very vague in nature. The delusions, if present, are not systema- 
tized or dominant. The personality changes that occur are often so slow 
that the individual’s family or friends are not aware of what is occurring 
to him until the schizophrenic process has become rather far advanced. 

The simple schizophrenic’s interests in outer activities gradually become 
more and more withdrawn, and he becomes more preoccupied with inner 
fantasies. His emotional reactions become more and more shallow', and 
very much flattened. His emotions tend to become very childish in nature, 
and he often becomes very infantile in his behavioral reactions. He loses 
his appreciation for moral values. He has little appreciation of the usual 


32Lorr AI Jenkins, R. L-. and O'Connor, J. P., "Factors descriptive of psycho- 
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responsibilities allotted by society to the adult, and his interest in the outer 
environment continually decreases. Social maladaptations arc, of course, 
common and the simple schizophrenic is concerned more and more with 
his own private inner world. He may often give up his job, and frequently 
moves around from place to place without having any particular goal in 
life. He is not at all concerned with his physical appearance. He becomes 
very untidy in personal habits, and is dirty and slovenly. The simple 
schizophrenic often gives a picture of being intellectually' impaired, and 
has an aspect of dullness. Even though the activities in which he engages 
resemble those usually characteristic of the individual of the borderline 
or moron evel of intelligence, actually we find there is not such an ev- 
tensive intellectual involvement. There is often some appreciation of reality 
ctors, and many simple schizophrenics retain some contact with reality. 
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followed by enemies and sometimes will state that they liavc already killed 
him. The hebephrenic very often shows no sense of shame, and obscene 
behavior is quite common. He is concerned with his feces and urine. He 
will often smear his feces over his body, his clothing, and the room In 
which he is confined. He will frequently play witii his feces in the same 
way that the very young child pla)^ with them, often eating them. 

n the hebephrenic the loss of the objective outer world of reality and 
the loss of interest in it can be more clearly observ’ed than in any of the 
other schizophrenic reactions. The defense mechanUm of regrision is 
derfy sWn. Very few activities are engaged in for the purposes of 
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^eech m general may be characterized as being babbling and nonsensical. 
1 he decenoradon of the ego structure is rather clearly revealed 
The hallucinatory and delusional aspects of the hebephrenic process 
are illustrated by case material from another padent: 

I feel all different ways at different dmes-very seldom for five or ten 
minutes on the straight do I feel the same.” The patient feels that he is some- 
one else— sometimes Billy the Kid and sometimes Jesus. He has a recurring 
fantasy that three people are trj’ing ro “tempt” him. These are a doctor, 
whom he had given the name Dr. Johnson, a friend whom he calls Roy 
Rogers, and another doctor whom he calls Hopalong Cassidy. The patient 
resents these because they all tried to hypnotize him, doped him, and caused 
him to perform homosexual acts. The patient feels that he has been destined 
by God to do great things in the world, and that “This case of mine would 
be one of the strangest cases the world will ever Itnow.” The patient states 
that he first knew this to be true when he was five years old, when it was 
revealed to him that he was going to do something God wanted the world 
to know about. He states that he has always had the feeling that God was 
watching over him, but at the same time the devil was trying to tempt him. 
This feeling he relates to the rime when he was five years old, when a voice 
which seemed to be the devil’s voice called him very nasty homosexual 
names. God does not talk to him, because God is revealing himself in other 
ways. The voices he hears are the devil’s. The voices he hears tell him that 
he is like Billy the Kid around girls. The voices tr)' to get him in trouble. He 
says that he is always getting ready to shoot it out with the voices, but he has 
never gotten to the point chat he was really shooting it out with them. He is 
getting closer to it all the time, and when the three figures appear, he will 
be ready to shoot it out. “There are times when it seems like there are 
three of them, and there is one especially that confuses the picture. This 
one— when I get to that point— which I will when God wills it— I’ll see all 
three of them. Right now the one in the middle is not clear. If I could see 
that one, if I could make it out, I would know who it is. It seems as if I do 
know who it really is. I want to shoot it out with all of them at once, but they 
will have to come after me. I W'on’t go after them.” 

Here we may note several phenomena. Feelings of depersonalization 
are shown (in the patient’s complaint that he never feels the same way 
from time to time). Delusions are present (patient’s belief that he is three 
people, that he is being hypnotized, doped, and made to perform homo- 
sexual acts, etc.). These delusions are fairly obvious. They are not well 
systematized. Auditory hallucinations are present (the voices that the 
patient hears), and there is also an element of grandiosity (the feeling that 
he is destined to do great things, and that his case is “one of the strangest 
the world will ever know”). The basic conflict betvvcen good and evil 
and his conflict over homosexual drives are dearly evidenced. 

Catatonic schizophrenic reactions. The catatonic, as a rule, has the 
most sudden onset of all schizophrenic reactions. The symptoms shown 
are essentially psychomotor in nature. There arc two major aspects of the 
catatonic syndrome-the stuporotts phase and the excited phase. These 
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two phases of the single process arc separated here only for our con- 
venience in discussion. We should bear in mind that they arc not nvo 
separate processes, but merely aspects of a single disorder which shade 
gradually into each other. A person may alternate from the stuporous to 
the excited phase, or may remain in one phase without entering the other. 

The acute catatonic phase is usually preceded by a period during which 
the individual appears to be markedly depressed. His psychomotor (muscu- 
lar) aenvities become slowed down. His speech becomes slower. His in- 
terests m the outer world become more and more withdrawn. He be- 
comes less attentive to what is going on around him, and he may become 
almost enmely mute. Often the face of the catatonic begins to look like a 
mask. He becomes more and more negativistic. Often he will assume a 
pamcular position and steadfastly refuse attempts to move him away from 
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whether or not there have been any previous associations with them. Again, 
the negativistic behavior is characteristically shown. 

Hallucinations in the catatonic are very common, and these may be 
either auditory or visual. In the evcited phase he cannot sleep, and the 
e.vcitement may be so great that he cannot eat. 

The negativistic reactions of the catatonic may be indicative of the very 
early maturational level of his ego to which he has regressed. They show 
the vagueness and indistinctions of ego boundaries. Fenichel feels that the 
way in which the catatonic mimics the gestures of those around him sug- 
gests that what he might really be trying to do is to identify with these 
people in a very primitive sort of way. Such identifications are facilitated 
by imitation, which is a characteristic behavioral reaction of a child. 

Alany catatonics, while in remission, state that in their stupor they were 
concerned with internal conflicts. The symptomatic behavior of the cata- 
tonic apparently involves either increased or retarded motor reactions. Yet 
it is important to realize chat, as Arieri points our, the symptom is not a 
motor phenomenon but one of will. “It appears to be a motor phenomenon 
because, if the will docs not permit motor movements, movements do not 
occur.”®^ He further emphasizes the fact that catatonic withdrawal is a 
retreat from action and will, not a retreat from the environment. The en- 
tire catatonic syndrome reflects the deeply regressive nature of the schizo- 
phrenic process, but it is not as deeply regressive as in the hebephrenic 
reaction. 

The following case material is illustrative of the behavioral reactions 
of catatonic patients; 

When I began asking her questions concerning the type of work she did 
she would repeat the question and gaze vaguely off into space. At the sound 
of any noise or disturbance in the hall she exhibited startled reactions and her 
expression became one of terror. At one point she leaned over and gagged. 

. . . The following day she was brought to the interview room. She re- 
sponded to greeungs and smiled, 6irr talked ia a high-pitebed, strs’ined voice, 
at times appearing irritated and agitated. She would echo the examiner’s 
quesdons by asking the same ones, then immediately return to staring. 
Since she seemed unwilling to communicate, the examiner walked with her 
back to the day room and sat with her a few minutes before leaving. She 
made no further responses, but seemed in a remote and stuporous state. 

The lack of interpersonal communication together with the marked 
tendency toward mutism and inhibirion of motor activities are showm in 
the above description. The reactions made to external noises indicate that 
there was an awareness of external events. The repetition of the examiner’s 
statements and questions (echoIaUa) is very similar to that often shown 
by very young children. It is considered by some authorities to be a primi- 
tive means of identification w'ith external figures. 

Arieri. .S , op. cit., p. 2J8. 
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Paranoid schizophrenia. The paranoid schizophrenic reaction tends 
to be manifested ovenly at a later age than other varieties of schizophrenic 
reactions. It shows the characteristic schizophrenic tjualit)' of disorganiza- 
tion of intellectual associations and emotions. The predominant symptoms 
of the paranoid, however, center around the strong delusional systems that 
he creates. These delusions often become systematized, and are centered 
chiefly around severe delusions of persecution. The paranoid schizophrenic 
often feels that people are “out to get him” or “arc going to kill him,” and 
he feels that he will be pounced upon, stabbed, shot, or injured in some 
way. The realitj* factors that do not fit in with his needs and delusional 
system often tend to be completely ignored. Not only does the paranoid 
schizophrenic feel that he is being persecuted by people, but of ten he hears 
t em p ottmg against him, often sees them spying upon him, and sometimes 
says that they have constructed huge lethal machines to bring about his 
complete destruction. The whole environment is seen as directed against 
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threatening to the individual, and he cannot accept them within himself. 
He tends to protect himself against them through the mechanism of 
projection. The process which occurs, according to Freud, may be sum- 
marized for the male as follow's: ^ 

(1) “I love that man.” This is not acceptable to the individual, so in de- 
fense of his personality the ego reformulates it as; 

(2) I do not love that person. I hate him.” This is more acceptable to the 
person, but not completely so. It is then turned to: 

(3) “He hates me.” This can be accepted more fully, and disguises the 
original homosexual needs of the person which are so threatening to him. 

The hatred, therefore, is rationalized as a result of being persecuted by 
the other individual. The paranoid individual looks for a “peg” in reality 
on which to hang his projections, and so the delusion is usually associated 
W'ith something that does have some slight basis In reality. He is very 
sensitive to criticism by other people, and uses insignificant criticism on 
which to fasten his projections. As Freud points out, the paranoid indi- 
vidual is very sensitive to the unconscious feelings of other persons, par- 
ticularly w'hen by so doing he can block out his own unconscious needs. 
He is often aw'are of all the cross currents and relationships in a group of 
which he is a member. 

The following case material is representative of the delusional system 
developed by paranoid individuals: 

This padenc states chat he has read his dlagnosdc reports, which call him a 
paranoid schizophrenic who is pocenrially dangerous, and that these are lies. 
He also says he is living to escape. If set free, he would go to some un- 
Chrisdan country in the Orient or try to find out who is behind the plot 
against him at present. He feels people are trj-ing to poison him, and that 
subversive elements are in some way making him ill. At one rime he tried to 
organize people against those elements, but met with resistance from socieu’. 
He feels all society is against him, and therefore he has no friends and 
can trust nobody. He states frequently: “People are trying to impeach me.” 
He suspected his wife of having intercourse with other individuaJs, particu- 
larly with a psychiatrist. He feels that people are always watching him and 
pointing him out as a homosexual. When he drives, he says that other cars 
always blow their horns at him. He accused his sister of poisoning his food, 
and stated that his room, clothes, and suitcases were “slugged.” He accused 
the family of having microphones in the house and of putting itching powder 
in his bed. 

Here the paranoid ideation is clearly revealed in the patient’s feelings 
that he was being poisoned, that all society was against him, and that 
“everything” was directed against lumself. The homosexual components 
of the paranoid process are also shown. His suspicions that his wife was 
having intercourse with another man is not an uncommon feeling of para- 
noid schizophrenics, and may be inte^reted as being a projection of his 
own needs to have a homosexual relationship. 
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Closely related to the paranoid schizophrenic involvement is that rela- 
tively less frequent condition termed “paranoia.” Paranoia is characterized 
by a very complex and slowly evolving paranoid system within the in- 
dividual. The delusions formed are usually highly systematized, and arc 
markedly isolated from the stream of consciousness. Hallucinations do 
not usually occur and the remainder of the personality structure is rela- 
tively well preserved. There may be no other severe personality disturb- 
ances, and the ego structure remains relatively intact. This is what dis- 
tinguishes the condition from that of paranoid schizophrenia. 

A paranoid state, as in the case of paranoia and paranoid schizophrenia, 
IS characterized by utilization of the defense of projeetion. The delusions 
are not as well systematized as in paranoia, and there is little of the bizarre 
behavior or einotional deterioration manifested in other schizophrenics. 
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paranoia, and the paranoid states centers around the depth of the regression 
and the degree of disorganization of the ego structure. AJl are character- 
ized by the presence of a deiusional system and the uciiization of projec- 
tion as the primary defense. However, only in the paranoid schizophrenic 
process do we find strong hallucinations, bizarreness, and the general 
manifestations of ego disintegration. 

We might think of a continuum, with paranoia at one end and paranoid 
schizophrenia at the other. Between are the various paranoid states. (This 
does not necessarily imply that there is a progression from one to the 
other.) If reality situations are adequately perceived, if there are no serious 
disturbances in the associative processes, if there are no hallucinations, and 
if there is retained a relatively adequate amount of personality integration, 
then the individual will approach the paranoia end of the scale. If the re- 
verse of these qualities is shown, then the individual will approach the 
paranoid schizophrenia end of the scale. The paranoid process may be- 
come attached to any of the behavioral disorders, including the psy- 
choneuroses. The essential characteristics of the three conditions are 
diagrainmatically presented in Figure 10. 
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Characteristics of paranoia, paranoid states, 


and paranoid schizophrenia 


Freud first described a case of chronic paranoia in 1896. In 191 1 he made 
his famous analysis of the autobiography of a paranoid physician by the 
name of Schreber.” At this time Freud postulated as a basic process in the 
paranoiac a gradual weakening of defense a^inst repressed self-reproaches, 
and their return to consciousness as perceived attributes of other people, 
and not those of the self. He called this process "projection” (see Chap- 
ter Four). 

36 Freud, S.. “Psychoanal>tic notes upon an autobiographical account of a case of 
paranoia,” Collected Papers, Vol. III. London: Hogarth Press, 1925. 
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As pointed out earlier, Freud felt that paranoia was dependent upon 
homosexual fixation, repression of this homosexuality, partial failure of 
the repression, and finally projection of the repressed homosexual tend- 
encies upon other persons, (This conception was developed by Freud 
from his analysis of the Schreber case.) Freud pointed out that the follow- 
ing events occur in the psychosexual maturation process, which may be 
comidered as a growth from autoerodc levels through narcissism and 
ultimately to object love: 


(1) In narcissistic stage the individual takes himself as a love obiect, 
centering interest on his o\\ n genitals. 

(2) When he chooses an object, it has the same characteristics as he does. 
{A homosexual object choice.) 

(3) Finally heterosexuality is achieved, 
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Adolf Meyer views paranoids as “peculiar individuals.” The dominant 
feature of the development of the paranoid process is an inabiliiy on the 
part of the individual to connect motives or make concessions to others. 
He stresses the preoccupation of the person with brooding and rumination 
over the possible future, and the increasing isolation of the paranoids 
from other people. Meyer feels that they have “ill-balanced” aims, which 
lead to suspiciousness of the intents and goals of other people. Finally the 
paranoid attributes special meanings to the acts of other people in relation 
to himself, and gives up attempts to verify any of his ill-founded suspicions. 
As he continues to brood his mbinterpretadons of the acts of other people 
grow, become systematized, and past events are further falsified through 
the process of retrospection. 

Theories concerning the etiology of schizophrenia Great controversy 
has centered around the reasons an individual develops a schizophrenic 
psychosis. Numerous theories have been proposed which differ funda- 
mentally as to the etiology of the process. If we examine the large body 
of literature dealing with this topic, we may divide the various theories, 
other than the psychogenic with which we arc specifically concerned, into 
three major divisions: (1) those theories that ascribe the basic catise to 
hereditary factors, and (2) those that support the view that the reaction 
is the result of various physiological changes within the brain caused by 
organic or chemogenic agencies, and (5) those that stress the underlying 
dynamic factors. 

Heredity. Many studies center around the appearance of schizophrenia 
in particular family lines. Kallman** has probably done the most extensive 
research in this area. He studied intensively nvins and their immediate 
families. It was found that the degree of congruence in schizophrenia be- 
tween an individual and his step-siblings was 1.3%. For marriage partners 
it was 2.1%. The rate of congruence in half siblings was 7.0% and for 
parents was 9.2%. It rises sharply foT siblmgs-foi full siblings the inci- 
dence was 14.3%, for azygotic (fraternal) co-twins 14.7%, and for mono- 
2 ygotic (identical) co-twins 85.8%. Kallman stated in connection with 
these data that the chances for the development of schizophrenia increase 
in proportion to the degree of blood relationship to the schizophrenic 
individual. Other studies follow the same pattern as that of Kallman. The 
work of Lewis, Myerson,^® and Landb and Page^^ show the same statisti- 

38 Kallman, F. J., Genetics of Sebizopbrenu. Ne%v York: Augusan, 1938. 

39 Lewis, N. D. C., “Constiturional factors in dementia praecov, Ner.t. Ment. Uis. 
Afonoer., 1923,^0. iS. 

«AIyerson, A.. Inheritance of Mental Disease. Balnmore: Williams and Wilkins, 

”<I Landis, C., and Psgc, J, Modem SocielJ md ileiml Piieete. Nw York: F.rrsr 
and Rinehart, 1938. 
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cal trends. Garrison*^ summarizes the work of Kallman, The conclusions 
reached in these studies generally appear to be that schizophrenia appears 
more often in cenain family lines than it does in the general population, 
and that the closer the relationship the greater are the chances of the oc- 
currence of the schizophrenic process. The implication has been offered 
that predisposition to schizophrenia has an hereditary basis. 
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schizophrenics with respect to various child-rearing practices. The mothers 
of the schizophrenics were found to be restrictive in their control of the 
child, with marked differences in their emotional relationships. Maternal 
understanding of the feelings and emotions of the child were lacking, and 
they did not give affection freely to the child. The individuality of the 
child w'as not respected, and the child was expected to conform to the 
maternal desires. 

Pastore^® made an intensive analysis of Kallman’s work. We may agree 
with his conclusion that the inheritance of schizophrenia is still an open 
question. 

There may or may not be an hereditary tendency in the development 
of a schizophrenic process, and certainly to postulate more than the 
possibility of such a trend would be going beyond available experimental 
data. The evidence for such a genetic factor is by no means conclusive, and 
at the most might indicate the presence of predisposing elements toward 
personality disturbance in general. The complexities of the disorder are 
such that no single hypothesis may be sufficient to account for the develop' 
ment of schizophrenia. The search for an answer in inherited character- 
istics often ignores a tremendous accumulation of significant research in 
other areas. 

Somatic involvements. The efforts to relate the etiology of schizo- 
phrenia to various somatic sources have centered in nvo major areas: (I) 
histopathological findings within the brain; and (2) chemogenic theories 
which postulate that chemical changes within the body produce pathologi- 
cal brain reactions. 

The possibility that schizophrenic psychoses result from structural pa- 
thology of the brain has been held for many years. It has become evident, 
however, that such reactions could not be directly attributed to gross 
brain pathology, since the psychic effects of and reactions to such damage 
characteristically differed from those shown by schizophrenics. The 
search, then, as might be expected, has turned to examination of tissue de- 
fects at a microscopic level. Numerous studies have reponed finding dif- 
ferences betrveen the brain tissue of normal and schizophrenic subjects. 
Examples of these findings include: cortical degeneration, by Nissel; cellu- 
lar changes, by Josephy and Narte; lipoid sclerosis in the third cortical 
layer, by Finfgeld; double nuclei and lipoid degeneration in the thalmic 
ganglion cells, by Niaracuse; glial reaction in white matter of biopsy speci- 
mens, by Perfield, Eldridge, and Reed; glial reactions in white matter and 
deep cortical layers, by Goldstein, Nissel, and Orton. These are but a few 
examples of the many studies that have been reported in the area of struc- 
tural brain pathology. For a more complete review of studies of organic 

<8 Pastore, N., “Genetics of schizophrenia," Psychol. Bul^ 1949, 285-302. 
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factors the reader is referred to the exhaustive summaries of Beliak" and 
be leveled at these histogenic theories." 
White admirably sums up the situation when he states: 
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chemical, endocrinological, psychological, and sociological areas. Six of 
these were specifically concerned ^vith the functions of the endocrine 
glands as they relate to the etiology of schizophrenics. 

Hoagland^* reported finding that the adrenal cortex in schizophrenics 
is normal in rest, but deficient in stre^ situations, being activated by 
ACTH. Yet Sackler and others” report that schizophrenia is caused by 
chronic excessive stimulation of the adrenal cortex. 

Following an extensive review of the pertinent literature on the bio- 
chemistry of schizophrenia, McFarland and Goldstein” concluded that: 
“The evidence does not justify the hypotheses of physiological or chemi- 
cal insufficiencies.” Dunlop,^’ in regard to chemogenic theories, concluded 
that “direct effects of structural, physiological and biochemical pathology 
are minimal or absent, while personal and social factors are maximal.” 

There is one major point to be considered. It might well be that various 
differences may in the future be demonstrated in various somatic functions 
benveen schizophrenic and nonschizophrenic subjects. Even so, the ques- 
tion of whether these differences are the etiological factors underlying 
the schizophrenic process would remain. The changes resulting from the 
altered physical activities, the glandular functions related to such psy- 
chological factors as anxieties, or to the increased or decreased organ activi- 
ties might in themselves produce biochemical changes in the brain and 
other bodily structures that actually would be secondary to the schizo- 
phrenic involvement rather chan the primary cause. 

Dynamic approaches. As we have seen from our previous discussion 
the clinical picture of the schizophrenic processes is quite complex. The 
range of involvement is also so great that some individuals have questioned 
whether or not there is such an entity as schizophrenia. Beliak®* has 
stressed the fact that schizophrenia is too often considered a simple entity, 
with a single etiological factor. He proposes what he calls a “multiple- 
factor psychosomatic theory of schizophrenia.” In summary BeUak states- 

Schizophrenia or dementia praecox is not a single disease. The somewhat 
variable syndrome generally associated with this diagnostic label must be 
understood as the final common path of a number of conditions which may 
lead to a severe disturbance of the ego. These conditions range from a rela- 
tively purely psychogenic weakness of the ego to afflictions of ego function- 


5* HoagUnd, H., “Some biochemical considerations of psychotic bchasior,” /. Clin. 
Exp. Psychopath., 1951, 12, 111-122. 

55 Sackler, AI. D., et al., “The newer biochemical therapies in psjchiatry. Quart. 
Rev. Psyebiat., 1952, 7, 59-69. 

56 McFarland, R. A., and Goldstein, H., “The bio-chemistry of demcnaa praecox, 
Avter. ). Psychiat., 1938, 95, 509-552- 


5T Dunlop, C. B., op. , XT f r»- 

68 Beliak, L., “Towards a unified concept of schizophrenia, /. Nerv. Ment. Uis., 


1955, 121, 60-66. 
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mg by disturbances of the brain by infections ... by any chemogenic, 

histogemc, genogemc, or psychogenic factors. 

The basis of the schizophrenic process is profound disturbance of the 
ego functions, which may be the result of numerous interacting factors. 
BeUak perceives schizophrenia at one end of a continuum of coo strength, 
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ferentiate between what is self and what is not self, which means that the 
ego structure has been destroyed to the point where it no longer functions 
adequately (or never developed to this point). The regressive process that 
underlies the schizophrenic reaction continues to the point where the ego 
first developed from the id structure. 

Freud®“ felt that the loss of the capacity for being “in touch” with reality 
was the result of withdrawal of libidinal energy to an early fixation point 
to which the individual regresses. The regression occurs as a result of con- 
flict benveen the ego and the outer world. The ego withdraws from the 
reality which is denied. 

Deep regression means destruction of the ego and therefore loss of reality 
testing capacities. Bleuler®* stresses the destruction of ego functions in 
schizophrenia. He stares that the primary disturbances are thought dis- 
order, withdrawal, and ambivalence. In emotional life the individual re- 
acts at an early infantile level. The personality characteristics of the in- 
dividual prior to the schizophrenic involvement become more and more 
replaced by his infantile unconscious, as the return to the more primitive 
id state continues. As pointed out by Lazell,** the process is further com- 
plicated by a reactivation of the older problems of the individual which 
had been to this point marginally controlled. As the defenses fail, these 
previously repressed primary conflicts flood back and further over\vheIm 
the personality. The “unspeakable” and absolutely forbidden impulses, 
which were acceptable at an infantile level but are taboo to the adult, now 
become reactivated and clamor for gratification. As Lazell summarizes, 
these impulses center around infantile incest, autoeroticism, and homo- 
erotic demands. If there is no relief from the precipitating situation so 
that the fear of the environment continues, and the fear of the infantile 
situations becomes too intense, the regressive process continues until com- 
plete regression occurs. The individual then may identify himself with the 
infantile image, embryo, or even with a dead image. Lazell postulates two 
directions that may be taken: the individual may abandon himself to the 
unconscious gratification of his infantile emotions (as shown in hebe- 
phrenic states), or he may struggle against the infantile wishes and refuse 
his fantasies any form of recognition (as shown in the catatonic reac- 
tions). Abandonment to the gratification of the infantile emotions leads 
to deeper regressive reactions. 

As summarized by Jenkins*® the schizophrenic process first becomes 


60 Freud. S.. The Ego and the Id. London- Hogarth PreM, 1947. , 

61 Bleuler, E., Dewemia Praecox or the Group of Schizophreiuas. New tork: In- 
ternational Universities Press, 1950. TT xrl 

63 Lazell. E. W., “Schizophrenia,” in Modem Abnormal Psychology (W. H, .Mikc- 

sell ed.). New York- Philosophical Library, 1950,pp. 585-628. 

63 Jenkins. R. L., “The schizophrenic sequence; withdrawal, disorganization and 
psychotic reorganization,” A?>ier, /. Ortbopsyebut^ 1952, 22, 738-748. 
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The basis of the schizophrenic process is profound disturbance of the 
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ferentiate between what is self and what is not self, which means that the 
ego structure has been destroyed to the point where it no longer functions 
adequately (or never developed to this point). The regressive process that 
underlies the schizophrenic reaction continues to the point where the ego 
first developed from the id structure. 

Freud*^*^ felt that the loss of the capacity for being “in touch” with reality 
was the result of withdrawal of libidinal energy to an early fixation point 
to which the individual regresses. The regression occurs as a result of con- 
flict between the ego and the outer world. The ego withdraws from the 
reality which is denied. 

Deep regression means destruction of the ego and therefore loss of reality 
testing capacities. Bleuler®* stresses the destruction of ego functions in 
schizophrenia. He states that the primary disturbances are thought dis- 
order, withdrawal, and ambivalence. In emotional life the individual re- 
acts at an early infantile level. The personality characteristics of the in- 
dividual prior to the schizophrenic involvement become more and more 
replaced by his infantile unconscious, as the return to the more primitive 
id state continues. As pointed out by Lazcll,®* the process is further com- 
plicated by a reactivation of the older problems of the individual which 
had been to this point marginally controlled. As the defenses fail, these 
previously repressed primary conflicts flood back and further overwhelm 
the personality. The “unspeakable” and absolutely forbidden impulses, 
which were acceptable at an infantile level but are taboo to the adult, now 
become reactivated and clamor for gratification. As Lazell summarizes, 
these impulses center around infantile incest, autoeroticism, and homo- 
erotic demands. If there is no relief from the precipitating situation so 
that the fear of the environment continues, and the fear of the infantile 
situations becomes too intense, the regressive process continues until com- 
plete regression occurs. The individual then may identify himself with the 
infantile image, embryo, or even with a dead image. Lazell postulates two 
directions that may be taken: the individual may abandon himself to the 
unconscious gratification of his infantile emotions (as shown in hebe- 
phrenic states), or he may struggle against the infantile wishes and refuse 
his fantasies any form of recognition (as shown in the catatonic reac- 
tions). Abandonment to the gratification of the infantile emotions leads 
to deeper regressive reactions. 

As summarized by Jenkins"® the schizophrenic process first becomes 


60 Freud S., The Ego and the Id. London: Hogarth Pre^. 1W7. , 

siBleulcr. E., Dewentia Praecox or the Group of Schizopbremas. New \ork: In- 

temanonal in Modem Ahnomial Psychology (W. H. Alike- 

ps^ioUc «orga^iio„," Amer. Ortbop.ycb...^ 1«2. 22. 7JS.7«. 
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noticeable in those mental processes that are of most recent development, 
and are the most evolved, most indeterminate, and most conditioned in 
nature. As the process continues, it tends in a progressive way to invade 
the generally lower, more primitive, and more automatic levels of behavior 
and personality structure and organization. The regression, as Jenkins 
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their children by such “subtle” means as ignoring them, showing extreme 
overconcem with their sexual activities, and assuming attitudes of martyr- 
dom. *' 

The factors that precipitated the schizophrenic reaction are not differ- 
ent in quality from those that we discussed in psychoneurosis. They 
are essentially those situations that srir up very deeply repressed wishes. 
There must be present a predisposition toward the schizophrenic reac- 
tion, founded upon infantile experiences, and a precipitating situation 
that disturbs the adjustment the individual has managed to maintain. 
When these disturbances arise, the usual defense techniques of the ego 
prove inadequate and the regression and the break with reality then occur. 
As mentioned earlier, this break is not usually acute but is very slow and 
evolutionary in process. The big difference as to whether or not an in- 
dividual will break with reality has been hypothesized as being related to 
the fixation that occurred prior to the development of the ego structure. 
Ac the present time it is undetermined whether or not this extremely 
early level of fixation is due to psychological, physiological, or a combi- 
nation of physiological and psychological factors. 

The problem of the severity of the regression in schizophrenia (and in 
other psychoses, for that matter) is one that has received considerable 
attention. Although it is widely accepted that the regression hypothesis 
“explains” much about psychosis, there are some who challenge this po- 
sition. Among these the position of Eysenck is especially important since 
it is based upon extensive research. After a review of his own and other 
data, Eysenck came to the conclusion that two personality dimensions 
are required to “accommodate” the three types of “populations”: the nor- 
mal, the neurotic, and the psychotic.*® Because he finds that his battery 
of tests “discriminate between normals and psychotics” but do not dis- 
criminate “on the whole” between normals and neurotics, he believes 
that the Freudian hypothesis “of one dimension of ‘regression’ from the 
normal through the neurotic to the psychotic” is difficult to accept, or in 
other words is untenable. Even if we assume that Eysenck’s factorial analy- 
sis of his data and the conclusions he draws with respect to his two factors 
(or dimensions) are accurate, however, we do not have to reject the 
regression hypothesis. It may very well be that his tests (such as tests of 
persistence, perseveration, and body sway) discriminate normals from 
psychotics but not from neurotics, but such tests may not work in this 
way at all chronological or maturational levels. One can conceive, follow- 
ing the Freudian notion, that there is a decisive difference benveen neu- 
rosis and psychosis which occurs from early trauma to ego factors (as 
we have repeatedly emphasized). Thus, the personality organizadon of 
68 Eysenck, H. J., The Scientific Study of Personality. London: Routlcdgc and 
Kegan Paul, 1952, pp. Idl If- 
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these two groups of disturbed individuals differs not only (or essentially) 
m degree, but also in quality. They are as dilTcrcnt from each other as a 
soM IS from a gas derived from a solid substance (sec Figure 9, n. 254). 
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A group of workers at Tulane®** contributed an important and impres- 
sive series of studies on the etiology and treatment of schizophrenia. At- 
tempting to take into account various psychological and biological data 
about this condition, they constructed a theory suggesting that adequate 
functioning at higher neurological levels depended upon intact func- 
tioning at lower levels and that behavior correspondingly was depend- 
ent for integration at higher levels upon previous behavior at lower 
levels. They believe that the lower levels of the nervous system are sig- 
nificant in experiencing feeling. Further, they consider that the primary 
defect in schizophrenia is inadequate development of the capacity for 
“pleasure,” a hedonic function. This portion of their theory is consistent 
with the psychoanalytic position on schizophrenia. They offer an explana- 
tion of the functioning (and malfunctioning) of the nervous system in 
terms of a sequential firing (or activation) of the various levels of the 
system. Thus, they suggest that the cortex is “fired” by the impulses 
arising in the septal region, and that this region is triggered by impulses 
arising in the prefrontal and temporal cortex. On the basis of these and 
other speculations, they devised some experiments to determine whether 
they could secure improvement in chronic schizophrenic patients who 
had failed to respond to other methods of treatment. Their method con- 
sisted of the implantation of electrodes in the septal region, giving mild 
electrical stimulation to the subcortex. In a group of 20 patients, on the 
basis of follow-up studies as well as immediate testing and observation, 
they were able to show that 1 3 cases showed clinical improvement whereas 
improvement would have been predicted for only 4 on the basis of their 
previous clinical conditions, if they had not been given this treatment. 
Ten of their patients were able to be discharged. In evaluating these results 
it should be noted that many factors other than the experimental one 
entered into the treatment. The hospital used all its resources in attempt- 
ing to help these patients, in addition to the experimental condition. The 
results are nevertheless encouraging and tend to be consistent with the 
psychological and neural theories proposed. 

Arieri"® summarizes the fundamental concept of the dynamics of schizo- 
phrenia as follows: 

Schizophrenia is a specific reaction to an extremely severe state of anxiet)’, 
originated in childhood, reactivated in later life. 

He points out that all children need love, acceptance, and approval. If 
these are not forthcoming, then anxiety results, and the child often pre- 
sents a schizoid or “stormy” personality reaction. In later life he is unable 

Heath R. G. (ed.). Studies in Sebizopbrenia: A MuitidiscipliTury Approach to 
Mmd-Brain Relationships. Cambridge: Hanard Unnersity Press. 1954. 

Aricti, S., op. cit., p. 43. 
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to cope with his problems, his defenses fail, and he develops a schizo- 
phrenic reaction. Arieti stresses the role of the culture which acts in wo 
major ways in producing the psychotic reaction— its effect on the organ- 
ization of the family, and in particular in determining how a child is 
reared, and the specific mores that exert pressure on the individual, plac- 
ing him under greater strain, and making his reserve strengths inadequate. 

t IS probably clear to the reader by this time that the etiology of 
the schizophrenic process is an exceedingly complex matter. Our knowl- 
edge IS incomplete and as yet characterized by a lack of adequate Integra- 
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Then he added, “There are two kinds of madness, mild and severe. Those 
who have the mild madness are able to go out into the market place and are 
harmless, but the excited kind like your slave ought to be locked up. Keep 
him quiet, no music-warm baths should help. I differ with Asclepiades, who 
always gives them music and smelling salts. Put him to sleep in a dark room. 
Take away all noise. He should have lots of rest and good food, but not 
too much. I am sure he will be better soon.” 

This story illustrates very well some of the behavior of individuals suf- 
fering from manic disturbances. 

Many great men have suffered from manic-depressive psychoses. These 
include Beethoven, Tolstoy, Tchaikovsky, and Dickens. Tepley gives an 
excellent discussion of the particular reactions of these individuals.'^® Bee- 
thoven described his depressive states thus: “Melancholy— that for me Is 
an evil almost as great as illness itself. Happiness is not intended for me 
or rather I am not intended for happiness. ... I have been put into the 
world not to enjoy a pleasant life.” At other times he demonstrated 
acute manic excitement. Tolstoy had frequent weeping attacks, and 
was nicknamed by his contemporaries “Weeping Leo.” He continually 
had the urge to suicide, and had a rope hidden with which to hang 
himself. The sufferings of Tchaikovsky centered around severe depressive 
and manic episodes. He was homosexual, and gave the name “The” to 
this affliction. Dickens was highly charged with the excitement of the 
hypomaniac, and usually these excited periods were followed by episodes 
of depression. Tepley points out that Wynanr, ambassador to the Court 
of St. James, and Forrestal, first U.S. Secretary of Defense, were prob- 
ably manic-depressive personalities. 

We shall first discuss the psychotic depressions. This will be followed 
by discussion of manic psychoses, and the nature of cyclical manic- 
depressive reactions will then be considered. 

We often tend to ignore milder forms of the 
depressive reactions, and many “normab” often show such episodic re- 
actions for brief periods of time. We may refer to them in ourselves 
as “blue” spells, and they do not evolve into the more serious depressive 
psychoses. 

Descriptive characteristics. In psychotic depressions there is usually a 
feeling of lethargy, with the individual not being inclined to initiate or 
to pursue his activities. Everything that he does seems to be a chore and 
tasks are performed unwillingly and only with great effort. Self-confidence 
decreases and the individual feels that he is unappreciated, unw anted, or 
unloved, 'speech becomes slower, and he does not readily initiate cimvcr- 
sations. He pulls away from people, and dislikes being in groups. There 

75 Ibid., pp- 565-583. 
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is an inability to make decisions, and vacillations between object choices 
are common. Along with these manifestations, psychomotor activities 
show a gradual slowing down, often accompanied by an increase in 
physical complaints. 

. condition becomes more severe and the depression increases, the 
hiratanons of physical activities and the slowing down of ideational 
activities become more pronounced. Typical dejected and downhearted 
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The following was noted concerning a second depressive patient: 

At the rime of admission the patient walked with his head down and was 
very slow in his bodily movements. He was meek and passive, and on 
several occasions tears ran down his cheeks. He was confused and poorlv 
oriented as to place, but was in contact with reality. It was difficult for him to 
talk, and no information could be secured from him. Informants dated the 
onset of the illness to a rime about seven years previous. At that rime the 
patient’s mother underwent an appendix operation. The patient seemed then 
to be moody, quiet, and preoccupied with his own thoughts. He seemed 
easily distracted. This continued for four to five years. The patient’s father 
then became severely ill, and at the same time his crops failed and his cattle 
died. The patient began to show more severe reactions; on some occasions he 
would be almost normal, while at other rimes he was greatly depressed. His 
appetite decreased and he began spending a great deal of rime in bed. He 
was worried and discouraged. He never got around to carrying out any of 
his plans. He ahvays was tired and had no initiative. As time went by he 
became more seclusive and took little interest in activities around him. He 
often sat around and stared off into space as if he were preoccupied. The 
outstanding symptoms were his depression and discouragement. Mood swings 
from normal behavior increased in both number and intensity. At times he 
would become restless and pace the floor, but most of the time he would sit 
around and stare off into space. He became extremely depressed and some- 
times became completely mute, and would not speak to anyone. Eating 
ceased, and he was nnally hospitalized. 

Dynamic considerations. Basic to an understanding of the depressive 
psychoses is an understanding of the nature of depression. According to 
psychoanalyse theory the depressed person is an individual who is con- 
stantly in need of support from other persons. The individual who is 
fixated at the oral point in his psychological maturation, or who has 
regressed to this level because of intense feelings of guilt, is greatly in 
need of support and affection from someone else. He is always emotionally 
greedy and can never be satisfied. He cannot adequately love anyone else, 
but instead only feels passively the need to be loved. He is demanding 
and does not understand the feelings of people around him. Tliis process 
was discussed in the sections on guilt feelings and anxieties.'^® 

The newborn child’s needs are primarily those of physical nourishment. 
Soon thereafter he needs the love of his parent(s) in the same way as 
he needed the nourishment of milk.” When the superego develops the 
child not only wants to feel loved, but ako wants to “do the right thing.” 

If he does not, then he fears the loss of love of his superego. If this fear 
is excessive, the warning signal of guilt may fail, and the individual may 
go into an overwhelming state. A severe depression, then, may be viewed 
as what the orally dependent individual gets into when his “narcissistic” 

See Chapter Three. . 

Ti The work of Spitz discussed in Qiapter Fne should be reviewed m this connec- 
tion. 
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supplies are not fonhcoming. A slight depression may be interpreted 
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the same as those previously discussed in the formation of the schizo- 
phrenic fixation points.®^ 

Cohen and others®^ intensively studied a group of 12 manic-depressive 
patients. They concluded that the family of the manic-depressive was 
usually in a low-prestige situation in the community. Their chief interest 
in the child was in his usefulness in improving the family’s position-a 
prestige factor. They also stated that usually one parent was blamed for 
the plight of the family (a failure), and that the child was caught between 
this parent (usually the father) and the other, who was aggressively striv- 
ing, through the child, to change the situation. The final disturbance in 
superego functioning was attributed to a lack of secure and consistent 
authority in the home, and also to the overconcern of the parents about 
what outsiders (“they”) thought of the family position. The major 
anxiety-provoking situations in the schizophrenic occur when the child 
is intensely dependent upon and highly identified with the mother. As 
the maturity of object relationships increases, the individual moves toward 
a state in which the self is perceived as separate and distinct from other 
persons. In the manic-depressive psychoses the major anxiety-provoking 
situations occur when the closeness of identification with the mother be- 
gins to disappear, but the mature relationship based on recognition of others 
has not yet been adequately developed. As Cohen and his associates point 
out, at this time, even though relationships are comparatively more mature, 
the individual is really more isolated. This is because the mechanism of 
identification is not employed to as high a degree as in infancy, but as 
yet the capacity for a higher level of interpersonal relatedness has not 
been developed. As a point of interest, the anxiety-provoking situations 
of the neurotic occur when interpersonal relaredness is more advanced. 
Bibring®® concluded that in all depressions (both psychotic and neurotic) 
there is a lowering of self-esteem and a loss of self-love. The mildly de- 
pressed person differs from the deeply depressed individual in that there 
is an exhaustion of narcissistic supplies rather than a turning of hostility 
inward upon the self. 

As Cohen and his co-workers point out, the depressive strives for a 
dependency relationship where all his needs are met by another person. 

He finds that this is not possible, so he gets into a vicious circle, sum- 
marized in the following statements: 


(1) Depressive techniques are utilized to secure gratifications from others. 

(2) These are offensive to the person from whom the gratifications are 
sought. 

81 See earlier sections of this chapte^ „ . . c* j f V 

82 Cohen M. B.. Baker. G.. Cohen. R. A,Fromm-Rc>chman, F., Weigert, & V.. 
“An intensne study of ntehc cases of manic-dcpressnc psjehoses, Fsy.-butry, 

"^S'B^bring. E.!*“Das Problem der Depression,” Psyche, 19S2, 6, 81-101. 
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(3) This person becomes less gratifying. 
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frenzy, and suicidal attempts are very common. These are often impulsive 
attempts, but they are genuine, and not like the typical abortive suicidal 
attempts of the neurotic. In some cases there is a tendency toward a re- 
tardation of psychomotor activities and inactivities, but this is not as 
common as the psychomotor accelerations. The more usual picture shown 
is a fearful, apprehensive, restless, anxietous pacing of the floor accompa- 
nied by evidences of emotional pain. Guilt feelings are strong and the 
involutional often says “I have sinned terribly!” and makes other such 
similarly guilt-ridden statements. 

Thought processes in general are very much impoverished, and speech 
itself tends to be monotonous and repetitive in that it is centered around 
themes of guilt and depression. Delusional systems are developed, but 
these are not as well systematized as those of the paranoid. The content 
of these delusions is self-accusatory and self-depreciatory material. A very 
common delusion expressed by the involutional melancholic is that he has 
committed “the unpardonable sin.” This unpardonable sin, if one ques- 
tions the involutional, rums out to be some minor action committed in 
early youth, such as masturbatory activities or some other minor sexual 
act. The involutional melancholic also commonly has delusions that he is 
about to be killed— that someone is about to kill him and cut him up into 
many pieces in some horrible fashion. He fears death intensely, and this 
fear is projected by the involutional in many symbolic forms in the de- 
lusional system that he develops. Ideas of reference frequently occur. The 
individual develops a high degree of suspiciousness and often has delusions 
of persecution. Thus, the involutional process may become colored by 
typical paranoid ideation which may or may not approach the schizo- 
phrenic pole of the paranoid scale (see the section on paranoid schizo- 
phrenia) . 

Hallucinations are not common, but may occur. If they do, they are 
again displayed in the characteristic depressive setting. Consciousness as 
a rule is clear, and there is no break with reality such as is found in the 
schizophrenias. However, there usually is a state of confusion and ev'en 
states of occasional stupor, but the involutional remains oriented rather 
well in regard to outer reality. He recognizes the fact that he is disturbed, 
and that all is not well with him. There is a partial insight into the fa^ 
that he does not react or behave as he formerly did, but this insight is 
never adequate. The involutional’s sense of security is threatened, and 
hostilities tend to be turned inward against the self, which leads to the 
frequent suicidal attempts. 

The following case material illustrates some of the behavioral reactions 
of involutional melancholics: 


The patient, a small thin man. found it very difficult to articul^, an^d 
could not talk coherendy. He was onented as to time and person. 'Die m- 
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formants stated that his illness began five months prior to admission to the 
time he showed great concern about his financial condition 
u ^ living.” He seemed to be very ncrs’ous and depressed. 
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TABIE 4. Differences iefween manic-depressive psychoses 
and iiwohttioml melancholia 


BEHAVIOR CATEGORY 


Psychomotor functions 

Ideation 

Delusions 

Hallucinations 

Illusions 

Physical complaints 
Feeling of pain 
Judgment 

Pre-psychotic personality 


Manic-depressive 

Marked retardation 
Poor 

Not prominent 

Usually absent 

Usually absent 

Usually absent 

Low 

Good 

Depressive 


MANIFESTATION 


Involutional tneUmcbolia 

Active and etecited 

Marked, but stereotyped 

Marked 

Occasional 

Frequent 

Marked 

Intense 

poor 

Very rigid 


Etiological considerations m hivolutiosial Melancholia. In general, the 
dynamic factors that were discussed in connection with psychotic de- 
pressions apply equally well to an understanding of the involutional mel- 
ancholic individual. The essential characteristics of both are centered 
around depression. However, there are some factors unique to the pro- 
duction of a depression during the climacteric periods. 

The reaction has its inception at the time of decrease in various glandular 
and reproductive functions— a rime of great physiological stress. This 
period occurs when the individual has great difficulty in adaptation to new 
situations and problems. The ego recognizes that there is little time left 
to fulfill earlier dreams and to attain previously set goals, and chat the life 
force as a whole is tending to decline. It ako is aware that new successes 
may not easily be achieved, and chat there is no longer much to look for- 
ward to in the future. Insecurity feelings increase and the sense of frustra- 
tion is also greater. As Noyes points out,** the period is one of looking back 
over pasr activities and successes rather than an anticipation of future 
achievements. There is at this time a loss, in both the male and female, of 
the most prized activities. The female recognizes that she has lost what 
might be termed as her most precious feminine ability— that of child-bear- 
ing. The male is aware of the fact that he no longer is as potent as he was 
in the past— he has lose his masculinity. These pose new conflicts for the 
individual. Two processes therefore are active: previously acquired de- 
fenses begin to fail and earlier conflicts become more active, and additional 
conflicts and frustrations are created by the period itself, fn this vyay the 
physiological characteristics are important in the etiology of the involu- 
eional melsncboiic in only a secondary way. 

Whether or not the individual develops an involutional psychosis, 


^tsibid. 
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therefore, depends greatly upon his previous life history. If fixations and 
development^ frustrations have been sufficiently severe, the process may 
c inmated. The individual who develops the reaction appears to be the 
aliw'th'r anal characteristics, resulting in a compulsive petson- 
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limited amount of power and wealth at his disposal. He begins to think 
of himself as the wealthiest and most powerful individual in the world. 

In the more acute phases of mania, thought associations are speeded up 
to such a degree that speech becomes incoherent and does not “hang 
together.^ Phrases may be unconnected. (Such speech is known as a “flight 
of ideas.”) Despite the more superficial wealth of the associations they 
actually are impoverished. If we listen very closely to the speech of a 
manic, we find that very few different ideas are actually evpressed. Pho- 
netic rather than ideational associations may dominate. As in the schizo- 
phrenics, analysis of manic producuons often reveals valuable clues to the 
dynamic material that underlies the psychotic process. Ideational and mo- 
tor activities may reach a point of absolute frenzy. (It is this manic phase 
that most closely approximates the popular idea of “insanity.”) Clothes 
are tom to pieces, beds and furniture are destroyed; attacks on other in- 
dividuals may be made, and the manic has to be carefully watched and 
controlled. However, unlike the schizophrenic, the manic is “in touch” 
with his outer environment. 

Various aspects of manic behavior arc illustrated by the following case 
material: 


When the patient returned home it was evident that he was not right 
mentally. He was abusive to his father and mother. He burned up his per- 
sonal possessions, his diplomas, certificates, and clothes. He also burned up 
his mother’s possessions. He did not sleep at night, but would get up in the 
middle of the«mght and walk all over the house. He would laugh and roar. 
He would go out on the front porch roof and jump in a nearby tree and 
come down hand overhand with no concern for safety. He would go away 
from home, come back and stay a few days, then go again. The last time he 
returned he threatened his mother and attacked her, beating her severely. 
He was then put in jail for four weeks until transferred to a mental hospital. 
On admission he was quiet and agreeable and there was no restlessness. Later 
he developed quite a change of personality, and has been resistant and striking 
other pactents. Ic bss been necessary to put him in a belt and restrictive 
cuffs. His stream of mental activity is voluble. There is marked flight of 
ideas. His attention is hard to get and to hold. His general mental attitude It 
egotistical, maniacal, euphoric, elated, and cheerful, but at times very ir- 
ritated There is no self-reproach or shame. He is at times anxious and per- 
plexed His delusions are fl-ted, j^-stemarized, and grandiose. He feels the 
U.S. government lost a superior man when he left its service. He feels 
superior to any man they ever had. He is a great mechani^and he has helped 
the government to advance its aviarion department. There are and.top- 
hallucinations He is correctly oriented. He is egonstical and demanding. At 
times his answers to questions are irrelevant, and his mannensms are bncirre. 
His insight is poor. He uses his hands ui pancominic. Ir was noted that the pa- 
tient had an umtablc personalit)-. was abusive ,n character, and easily angered 
1. nri when lie became verv' violent- He could not follow a con- 

/iTnf thoughr and“as quite boastfni. He felt that he was “tops” in 
eve^Sg. hJ Wiil braggadocio, and could beat any “rap” brought 
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periods, and possibly periods of more or less nonnal behavior benveen the 
episodes. Even though many individuals have only successive depressive 
episodes, and others only successive manic reactions, this swing from 
depression to mania occurs in a large number of individuals. This is sche- 
matically illustrated in Figure II. 


Increosing Manic Mood 



FIGURE 11. Variations in manic and depressive episodes 


Lines 1 and 2 represent the limits of normal mood aberrations. The area 
above is in the direction of increasing manic mood; the area below in 
the direction of increasing depressive mood. Individual A has successive 
periods of manic reactions without periods of “normal” behavior. Indi- 
vidual B has similar depressive reactions. Individual C has successive manic 
attacks separated by periods of “normal” behavior, and Individual D has 
similar depressive periods. Individual E alternates between manic and 
depressive reactions. 

The relationship of mania to depression was first obscrvxd by Kraepelin, 
who felt that they were opposite condirions on the same continuum, but 
based on a single “disease” process, 

Freud®^ believed that mood swings (from elation to depression) are the 
result of conflicts between the ego and the ego-ideal. He also was of the 
opinion that the manic reaction w^ an attempt upon the parr of the person 

87 Freud, S., Group Psychology and the Analysis of the Ego. London: Hoganh 
Press, 1922. 
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to deny his feelings of depression. Ojhen*** stresses the e-oncept that the 
basic psychotic pattern for both depression and mania is the depressive 
one. If the mania precedes the depression, then it may be understood as 
a defense that failed to protect the person from his depression. If it follows 
t e epiession, it may be viewed as an escape from the depression into 
a more bearable state. ^ 
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emotional and behavioral reactions, psychotic in nature, which occur fol- 
lowing injury to the brain itself. It is customary to refer to these as forms 
of “psychoses associated with organic brain damage” in contrast to the 

functional psychoses" such as the schizophrenic or manic-depressive 
psychoses previously discussed. 

Damage to the brain may be of many types, ranging from very subtle 
cellular reactions to severe and obvious physical damage. Cobb»* has 
devised a widely accepted classification of the various forms of brain 
damage, consisting of three major categories-chemogenic, histogenic, and 
gcnogcnic. We are not concerned m this volume with the details of the 
various types of injuries per se, but arc rather concerned primarily with 
their psychological correlates and with hypotheses concerning the relation 
of the organic brain damage to personality disturbance. We shall not 
discuss those disorders that are thought to be hereditary in nature. (The 
role of heredity in the production of psychotic reactions was previously 
discussed in the section relating to schizophrenia.) We shall, instead, dis- 
cuss only histogenic and chemogenic disorders. Moreover, our concern 
will be with the psychological concomitants of the injury and not with 
the specific characteristics of the brain injury itself and its accompanying 
disturbances of physical function. 

Histogenic disorders The histogenic disorders include those in which 
there are definite lesions within the brain. They may be of different types, 
including damage and injuries resulting from accidents, diseases that injure 
or destroy brain tissue, such as cerebral tumors or infections, and degener- 
ative cellular changes chat occur, for example, in senile persons. The actual 
damage to the brain structure may be demonstrated either as a gross visual 
or a microscopic condition. 

Perhaps the most common histogenic disorders are those involving direct 
bcaitv damage. Injuries to the brain from accidents are not rare. Alany 
persons have suffered a severe blow to the head. If this happens to be 
followed, either in the immediate or the distant future, by any emotional 
difficulties, then it is all too easy to attribute the emotional disturbance 
to the head injury. Unfortunately it is much easier and more comfortable 
to do this than to look for other reasons for the aberrant reactions. SiegeP= 
studied the relationship of cerebral impact to psychotic disorder. He found 
that fewer than one per cent of those individuals who suffered cerebral 
impact demonstrated permanence of any subsequent psychiatric disorder. 
His findings indicate the unreliability of inferring such a direct causal 

8<Cobb, S, Borderlands of Psychiatry. Cambridge: Harvard University Press, 

“^sSerL!';.. “Cerebnl mumata-concept and valuadon of psychophysiological 
aftermaths,” Diseases of the Nervous Systeni, 1953, 14, 163-171. 
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Klarionship. Siegel considers head injuries according to the following 
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picture which is to include the greatness of the trauma, pre- and post- 
traumatic peisonality make-up, and source of patient’s possible motiva- 
tion.” 

3. Brdhi laceration. The aftermaths here depend upon the extent and 
location of the cerebral damage. Such reactions as convulsive seizures, 
retardation of mental activity, slowness of thinking, alterations of emo- 
tional characteristics, memory dysfunctions, and inability to make deci- 
sions may be shown. Siegel points out the frequency with which acute 
psychotic reactions may occur: “Noticeably also, under this category of 
encephalopathy, the syndromic picture varies etiologically with the de- 
structive qualities of traumatized individuals, the relationships benveen 
the head injury, and latent or patent psychotic symptoms at time of trauma 
(which latter might serve as a precipitant of acute psychotic episode), 
the pre-existence of disease (degenerative or neo-plastic), the infections, 
toxic or metabolic disease, as well as with the amount and severity of 
the brain damage sustained trauinatically.” 

4. Brain hemorrhages. These are frequent reactions to various brain 
injuries which often produce hematomata. Subdural hematomata are fre- 
quently found. According to the “coj/tre coupe" theory of Duret, the 
brain moves with the cranium. When the movement is suddenly halted 
the brain swings against the opposite side of the skull with a force equal 
to that of the external blow.®^ Siegel points out that the causes of hemor- 
rhage are numerous, including circulatory disturbances, diseases of the 
blood vessels, neoplastic disease, aneurysms, and systemic conditions such 
as lues, nephritis, or hypertension. Resultants may be such reactions as 
amnesia, aphasia, oculomotor disturbances, traumatic epilepsy, fecal sei- 
zures, headaches, and nausea. Siegel points out that here again the after- 
maths of brain hemorrhage are dependent upon many factors, including 
the site, extent of the area implicated, and incidence of pre-existing disease 
in the individual. 

Chemogenic disorders Chemogenic disorders are those resulting from 
the effects of various chemical agents upon the brain tissue. This includes 
reactions resulting from poisons taken into the body (such as alcohol, 
morphine, carbon monoxide, etc.), poisons resulting from internal physio- 
logical malfuncrionings (such as endocrine disturbances), and the toxic 
effects of various disease processes (such as encephalitis). It might be well 
argued that there is destruction of tissue in these instances similar to that 
occurring in those called histogenic. There is thus much overlap between 
the two classifications, but we may distinguish between the two on the 
basis of primacy. If there is no chemical reaction preceding the damage, 

Denny-Brown, D., and Russell, W. R., “Experimental cerebral concussion," 
Urahi, X94I, 64, 93-164. 
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then It may be regarded as histogenic. But such an arbitrary distinction 
B reaUy of no importance; it is made for purposes of discussion only. 
We shaU return to thh point later when we integrate the data on brain 
amages. In order to illustrate chemogenic reactions, alcoholic reactions 
and studies of Alzheimer’s Disease will be presented. 

reactions to the continued use of alcohol 
comZehffrr P 'h' chemogenic disorders, although it is the 

Zlw f f "Wch produces certain 

Ttonrirr ’ Ti 'hat explain tL total behavior, 

biriom crl f I f “ 'educe inhi- 

iT^^^reffec 7 s ° "■'"-'''■“’S. -d ulleviate anxiety. More than 

a palliative and m explain the long history of alcohol as 

ex';“~dtp” :d^ euphoria-producing qualiti is needed to 
reducing inhibition.-; anrt popularity. Its specific effect in 

freer in social relationshiprh impom'nt'']: P'°P'= become 

alcohol is taken otallv and rh P^" •"'puttant also is the fact that 

n«ds.Thefaathatth^emeou77hoirece“““““-7 

consideration. The “adverticArt” j- • social sanction is another 

'ise in surgery to relieve nain of alcohol and its former 

may also produce a reading ®ther narcotics became available, 

may have some specific psvcholooi alcohol. Finally, some people 

specific conditioning or learnin»^^ susceptibility (because of previous 

ThephysiologicaLdbZTomTeCl^ 77 ""“P 

of alcohol in the blood and witl. i, ? '‘ ™hol vary with the amount 

alcohol tolerance. In general smal 7 ' '"d'vidual’s specific capacity for 

aenvitv- of the cerebral cortex' tr h- 1 ™","“ » debase 

progressively affect the 1 „„ er’ centef T 7 ' '’ '''‘= "'"'uus system, and 

time, inhibitions in behavior are red”^ 7 ' nervous system. At the same 
cing results, and energetic and imn Increasing sense of well- 

“te exceptions in which this lira Th >>-havior occurs. There 

in fhe“ 7 “d ‘’.'P'-'-inn occur ^’'W-d and only 

blon 1 fcmember H amounts of alcohol 

bloodstream very slowly), other nh ^ ^ absorbed bv the 

oMhc ^ “ ‘■egressive ph«iol'*^’'^^! behavior results follow 

C u d 7 '" “PPC 3 n^ theee ■ "’ 7 °' “otdinations become 

osr d "*• “'S'-' ‘■thavtert 7 d“ 7 '”“ “f “"’ateness of what 
VZ: '“'duns i„cl„di„„ 77 “‘‘ aphincter control 

stUDor Other emotional re- 

"■«th other reduced phvsio- 

Ffrp ,1 . . Z y 


actions follow, and fin 'r,^ - -r 

Ingi^l reactions occur. Pr„cr 7 ^" 

-,t in pertmnen. damage 

> tcni and injury to the live 



MAJOR PSYCHOTIC DISTURBANCES 309 

and kidneys, although most authorities believe that these severe end-results 
are due to both chronic alcoholism and vitamin B deficiency. 

Thus in both mild and severe alcoholism there are progressive, regres- 
sive effects physiologically and psychologically. Chronic alcoholism must 
be understood as a symptom of emotional maladjustment, primarily, but 
the effects of the continued use of alcohol serve as a secondary basis to 
encourage the use of further regressive mechanisms. The underlying con- 
dition, psychologically, is loss of self-esteem and feelings of insecurity. 
Alcoholism is not a disease but a symptom. 

We shall discuss only two of the major pathological reactions to pro- 
longed, excessive ingestion of alcohol. These will illustrate the severe re- 
sults shown by some individuals. These two syndromes, in which psychoses 
may be present, are delirium tremens and Korsakoff’s psychosis. Delirium 
tremens is probably caused by excessive and protracted use of alcohol, 
vitamin B deficiency, and exhaustion. It usually makes its appearance 
suddenly and dramatically. Visual and motor functions are severely im- 
paired in delirium tremens. The condition is characterized by the presence 
of acute hallucinations, usually visual in nature, although auditory hallu- 
cinations may also occur. The visual hallucinations most commonly center 
around themes of animals, pink elephants, large snakes, ugly beasts, or 
horrible insects. These are usually perceived in motion. Another interest- 
ing phenomenon is that of the changed perceptual reactions of such 
individuals. Their perceptual defense involves marked increase or decrease 
in the size of the object being perceived. The individual shows marked 
tremors of the hands, and usually fine muscular functions are impaired. 
Thought processes are confused, associations are loose, and periods of 
disorientation are common. The particular psychotic reaction is, of course, 
influenced by the specific personality characteristics of the patient. It 
may include severe paranoid trends or other such characteristics. These 
are sometimes similar to catastrophic, panic reactions. 

Korsakoff’s psychosis usually follows acute states of delirium tremens, 
but the syndrome may be shown as a result of damage to neural tissue by 
a poison other than alcohol. It is characterized by two major processes: 
(1) There are defects in the patient’s memory. He cannot recall recent 
events, but can recall events long past. For this reason he is usually not 
oriented in either time or space; that is, he does not know the date or 
where he is (2) The patient attempts to conceal his loss of memory by 
making up a story to fill in the gap. Neurological as well as psychological 
findings are both shown, depending upon the degree of the brain damage. 

Alzheimer’s Disease. Alzheimer’s Disease is a relatively obscure disease 
first reported by Alzheimer in 1907.“ It is characterized by the presence 
»s Alzheimer, A., “Obet ein eigen.nige erkrmkung der himrinde,” Alls- Ztsebr. 
f. Psyebiat., 1907. 64, 146-148. 
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of argentophilic plaques and neurofibrillary changes. There has been a 
tendency to relate the disease to senile degeneration, but recent studies, 
pamcularly those by Goodman “ indicate that there are basic differences 
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to brain tissue to damages resulting from the interaction of very complex 
internal processes. In the large body of literature on brain damage, we find 
a marked overlap in all aspects of the symptoms shown by such patients. 
This overlap is demonstrated regardless of the specific type of damage. The 
symptoms of chemogenic disorders are not significantly different from 
that of histogenic disorders. Certain basic considerations, however, have 
emerged from these studies: (1) Specific impairments in function are 
related to the area of brain damage regardless of the etiology. (2) There 
are general (and only general) changes in behavior that bear only a slight 
relationship to the e.\tent and site of the injury. (3) The personality re- 
actions shown depend upon the pre-damage personality of the patient. It 
is with tliis last point that we are most concerned. 

Even though little (comparatively) is known concerning the various 
areas of the brain, certain areas of the cortex have been related to specific 
functions. The visual, hearing, touch, pressure, and motor areas have been 
fairly well defined and localized, but the major portion of the brain itself 
is still an unexplored region. Experimental work is difficult, since, as 
Cobb^o^ points our, “Lesions destroying exactly the same areas in two 
different brains would not cause exactly similar symptoms. This is because 
the life experience of each person has conditioned and changed the brain 
so that it is unique.” As he points our, a good example of this may be found 
in injuries to the parietemporal area. This area appears to have relationship 
to learned material, particularly to speech and language functions. If the 
right hemisphere is destroyed in a right-handed person, no great loss of 
function is noted. If the left hemisphere is destroyed, however, there are 
severe impairments. Thus, the loss of the same area may have entirely 
different results for left- and right-handed people. Similar varied reactions 
result from injuries to the prefrontal lobes. It cannot be predicted with 
significant success what reactions will result from damage to various 
brain areas other than those specifically mentioned, and even here marked 
differences frequently occur. 

Perhaps the outstanding contributions to r^earch on the general behav- 
ioral reactions of organic brain-damaged individuals have been made by 
Kurt Goldstein. He studied brain-injured patients after World War I, 
stressing the point of view that the patient was a unitary organism.io^ 
Goldstein was concerned with the person’s entire behavioral reactions, 
not segmental areas as revealed by single tests of capacities. An injury to 
the brain may produce profound changes in an individual’s capacities for 


ini I V. c “P..r<nnalitv as affected by lewons of the brain,” in Personality and 
the B^haviohisorders ( J. AlcV. Hunt, ed.) . Vol. I. New York: Ro. 


: Ronald, 1944, Chapter 


^^i'&Gddstein, K., Aftereffects of Brain Injuries in War. New York: Grune and 
Stratton, 1942. 
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of argentophilic plaques and neurofibrillary changes. There has been a 
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to brain tissue to damages resulting from the interaction of very complex 
internal processes. In the large body of literature on brain damage, we lind 
a marked overlap in all aspects of the symptoms shown by such patients. 
This overlap is demonstrated regardless of the specific type of damage. The 
symptoms of chemogenic disorders arc not significantly different from 
that of histogenic disorders. Certain basic considerations, however, have 
emerged from these studies: (1) Specific impairments in function are 
related to the area of brain damage regardless of the etiology. (2) There 
are geiicTal (and only general) changes in behavior that bear only a slight 
relationship to the extent and site of the injury. (3) The personality re- 
actions shown depend upon the pre-damage personality of the patient. It 
is with tliis last point that we arc most concerned. 

Even though little (comparatively) is known concerning the various 
areas of the brain, certain areas of the cortex have been related to specific 
functions. The visual, hearing, touch, pressure, and motor areas have been 
fairly well defined and localized, but the major portion of the brain itself 
is still an unexplored region. Experimental work is difficult, since, as 
Cobb^®* points out, “Lesions destroying exactly the same areas in nvo 
different brains would not cause exactly similar symptoms. This is because 
the life experience of each person has conditioned and changed the brain 
so that it is unique.” As he points out, a good example of this may be found 
in injuries to the parietemporal area. This area appears to have relationship 
to learned material, particularly to speech and language functions. If the 
right hemisphere is destroyed in a right-handed person, no great loss of 
function is noted. If the left hembpherc is destroyed, however, there are 
severe impairments. Thus, the loss of the same area may have entirely 
different results for left- and right-handed people. Similar varied reactions 
result from injuries to the prefrontal lobes. It cannot be predicted with 
significant success what reactions will result from damage to various 
brain areas, other than those specifically mentioned, and even here marked 
differences frequently occur. 

Perhaps the outstanding contributions to research on the general behav- 
ioral reactions of organic brain-damaged individuals have been made by 
Kurt Goldstein. He studied brain-injured patients after World War I, 
stressing the point of view that the patient was a unitary organism.'®^ 
Goldstein was concerned with the person’s entire behavioral reactions, 
not segmental areas as revealed by single tests of capacities. An injury to 
the brain may produce profound changes in an individual’s capacities for 
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\arious t\ pes of performance; he can no longer do things in the same wav 
or perhaps as ssell as he did formerly. He becomes a different person in 
many rKpects. Behaviorally and in basic personality characteristics there 
are sigmficant changes. Goldstein'” summarizes this point of view well 
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indicates to him loss of capacity, loss of control, or an inability to cope 
with external life situations, and thus brings home to him continually his 
impaired functioning. Furthermore, it thus lowers his self-esteem and 
negatively affects his picture of himself. The aaxiety tends to spread, so 
that he fears loss of function in all areas. It is not the failure itself that is 
so important, but 'v:hat the failure means to the individual. Goldstein refers 
to this as a castastrophic condition. Aavieties are characteristic of organic 
brain-damaged individuals, but these are due to the individual’s reaction 
to the brain damage rather than direct results of the brain damage itself. 

As Goldstein stresses, the organic brain-damaged individual attempts to 
protect himself against the emotional trauma of the injury. He may utilize, 
any of the defenses used by any individual faced with an emotionally 
traumatic situation. Often the organic brain-injured person denies his 
defect— he may be, for example, blind due to an injury to the optic area 
bur refuse to recognize his blindness. He may, as is common, develop 
marked obsessive-compulsive tendencies and excessive traits of orderliness 
and meticulousness. On the other hand, he might develop psychotic or 
possibly psychoneurotic reactions. 

We have seen from the examples previously cited that the symptoms 
of organic brain damage vary so greatly that one cannot predict what 
psychological symptoms will result from damage to a specific area— or 
conversely one cannot predict the area of damage from the psychological 
symptoms alone. The same holds true for emotional disturbances. There 
is no evidence to indicate that any particular form of brain damage is 
productive of any particular form of emotional reaction. Many individuals 
suffer from syphilitic infections of the brain-yet all of these do not de- 
velop psychotic reactions. Many people suffer physical brain damages— 
yet all of these do not develop psychotic reactions. It is therefore a mis- 
take to talk about a generalized “organic brain-damaged personality.” 
The individual’s reactions to organic brain damage, the defenses he erects 
to deal with his changed condition, the behavioral reactions he shows, and 
the alterations of personality characteristics all are determined by the 
individual’s previous life history and the nature of the pre-mjur)^ person- 
ality The type, location, or extent of the injury does not in itself produce 
personality changes, but the changes should be vicued as reactions of the 


individual to his new status. , , 

It has been demonstrated that the amnesias associated with alcoholic 
intoxication can be made to disappear under the influence of hypnosis 
Many persons suffering from general paresis and encephalms 
behavioral changes following psychotherapy. Ferenczfl”- and Bellos have 
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demonstrated that many of the symptom patterns of genera! paresis are 
not consequences of the degenerative processes in the brain, but are in- 
direct reactions on the part of the individual to his becoming aware of 
the cerebral impairment. Jelliffe**^ applied psychoanalytic therapy to indi- 
viduals suffering from encephalitis but, os Fenichel points outf these ap- 
proaches through psychotherapy are indicative of the way in which the 
“r°'' symptoms, rather than indicative 

itself tttt ° psychic factors in the etiology of the disease process 
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demonstrated that many of the sj’mptom patterns of general paresis are 
iiot consequences of the degenerative processes in the brain, but are in- 
direct reactions on the part of the individual to his becoming aware of 
the cerebral impairment. Jelliffe'«« applied psj-choanaivtic therapy to indi- 
M uas su enng from encephalitis but, as Fenichel points out, these ap- 
proaches through psj-chothcrapy are indicative of the wav in which the 
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demonstrated that tnany of the ^'mptom patterns of general paresis are 
not consequences of the degenerative processes in the brain, but are in- 
direct reactions on the part of the individual to his becoming aware of 
the cerebral impairment. Jelliffe*®* applied psychoanalytic therapy to indi- 
viduals suffering from encephalitis but, as Fcnichel points out, these ap- 
proaches through psychotherapy are indicative of the way in which the 
personality reacts to or makes use of the symptoms, rather than indicative 
of the importance of psj’chic factors in the etiology of the disease process 
itself.^” 


PATHO-PSYCHOTIC REACTIONS It probably is apparent 

from the preceding discus- 
sion that some psj'chotic disturbances may be conceived of as resulting 
from the individual’s reaction to his brain damage. Such reactions may 
also occur as results of other physical damages or surgical procedures. 
Ps)'choses that are consequences (although indirect consequences) of so- 
matic diseases are referred to as pjtbo-psychoses. This conception has been 
elaborated by .Meng*®* and Ferenczi.**^ We have seen earlier in our dis- 
cussions of ps}*choneuro5es how a ps)'cho!ogicaI conflict may be expressed 
through impaitmctvc of some bodily function. Tlus occurs in the conver- 
sion hysterias and organ neuroses, where the physical involvement is pre- 
cipitated by the internal conflicts. The reverse of this process may also 
occur. A bodily injury or impairment of function may bring about the 
psychological reaction. Psychoneurotic and psychotic reactions may thus 
occur as a consequence rather than as the cause of various somatic dis- 
orders. 

These patho-psychotic reactions may occur as a result of any injury’, 
and Fenichel points out that a special group of reactions often occur due 
to changed bodily chemistry resulting from hormonal disturbances. How- 
ever, the possibility' of such a reaction’s occurring depends essentially’ on 
two major factors: the pcrsonah'ty characteristics of the individual suffer- 
ing the changed bodily condition, and the importance of the damaged 
organ to the individual. Fenichel ptoints out that those individuals u ho have 
a marked tendency’ toward narcissistic regression are most prone to develop 
p3tho-ps)'choric reactions. Those organs that are the most highly’ cathected 

JeUitTc, S. E, “Post-encephalidc respiratory disorders,” /. Neuro. Ment. DisorJ^ 
1926, 63. 

lO'Sce Chapter Seventeen, in sshich recent material on topectomies and other 
brain damages is reviewed. 

r^^.Mcnc. H., “Das Problem der Organj^chose” Imerrutionjle “Zeitscbrift fur 
Ptycboijulyse, 1934. 20. 

l^'^Fcrcnczi, S, Further Comributioru to the Theory jnd Technique! of Psycho^ 
jnMysis. London: Insumte of Ps}choanal>sts and Hogarth Press, 1950, pp. 78-89. 
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produce the greatest personality involvements. These, of course, are the 
genital organs and the brain. Damage to either of these usually is per- 
ceived as most serious, and offers greatest narcissistic threat to the 
individual. Such damage poses a severe castration threat to the individual. 
The psychological reactions then are attempts by the person to adapt, use, 
or deny the organic symptoms. Brain damage in this way may be regarded 
as a special case of a change in bodily function which produces psycho- 
logical reactions. It is not the actual brain damage itself that produces the 
psychoses, but rather the psychosis is the reaction of the individual to the 
damage. Grotjahn"^ emphasizes this viewpoint, and reports successful 
treatment of juvenile paretic patients. He emphasizes the fact that somatic 
influences cannot disrupt the continuity of psychic life, but may cause the 
personality to react with mental symptoms as a result of “injury” to its 
integrity. Grotjahn further points out that an organic illness (including 
brain damage) is never an explanation of a mental change, and can never 
free us from explaining the psychic symptoms by psychic facts. He re- 
ports treating 51 cases of juvenile paretics; of these, 18 showed remission, 
20 were not changed, and 15 died. 


SUGGESTED READINGS 
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phrenic process may be found in: 

Beck, S, J., “The six schizophrenias: Reaction patterns in children and adute/’ 
Research Monograph No. 6, American Orthopsychiatric Assocnoon, 1954. 
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149-163. 
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Good discussions of the manic-depressive psychoses are found in: 
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1937, 24, 337-349. 

Jelliffe, S. E., “Cyclothymia— the mild forms of manic-depressive psychoses 
and manic-depressive constitution,” Atn. /- Insanity, 1911, 67, 661-676. 

For discussion of dynamics of mania see: 

Lewin, B. D., The Psycbodynatnics of Elation. New York: Norton, 1950. 

Excellent articles dealing with the involutional depressions are: 

Cameron, N., “The functional psychoses,” in PersotiaUty and the Behavior 
Disorders (J. McV. Hunt, ed.). New York: Ronald, 1944, pp. 883-885. 

Farrar, C. B., and Franks, R. M., “Menopause and psychoses,” Ant. J. 
Psychiat., 1931, 10, 1031-1044. 
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Organic brain conditions 

Two books by Goldstein dealing with the fundamental problems of brain in- 
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Goldstein, K., The Organism. New York: American Book Co., 1939; and 
Aftereffects of Brain Injuries in War. Nesv York: Grune and Stratton, 
1942. 

An excellent work on the rc-cducation of brain-damaged children is; 

Strauss, A. A., and Lchdnen, L. El., Psychopathology and Education of the 
Brain Injured Child. New York: Grune and Stratton, 1947. 

For results of encephalitic infections and tlicir treatment sec: 

Bond, E. D., and Appel, K. E2, The Treatment of Behavior Disorders Fol~ 
loziing Encephalitis. New York: Commonwealth Fund, 193 1. 

The personality reactions to bram damage are well presented in: 

Bender, L., “Psychological problems of children with organic brain disease,” 
Amer. f.Orthopsycbiat., 1949, 19,404-415. 
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There are many popular books related to our need to deny old age. 
They have been accorded much attention and generally have been well 
received. Some works purport to tell people “how to grow old grace- 
fully,” others aver that “life begins at 40, 50 or 60.” By and large, old 
age means that there is a loss of former abilities and functions, together 
with a decrease in activities. These are usually not accepted, to say nothing 
of their being 'ii:elcomed. As iMeerloo^ has said: “In our culture with its 
emphasis on the glamour of youth and rising success, there is no place 
for the aged, and old people are subjected to real trauma.” 

RosenthaP has discussed the attitude of society toward the aged. She 
points out that the infant is embodied in the sensual experience of the 
mother, but that the environment for the senile is much more complex. 
Two major aspects are present— the cultural attitudes that constitute a 
“folklore” about old age, and the fact that these are strong, while at the 
same dme the ego that has to deal with them is relatively weak. In our 
culture the tempo and mores are essentially for the young and fit. They 
foster and reinforce psychosexual aggressions rather than identifications. 
There is an ambivalent attitude toward old age, where maturity is extolled 
and old age deprecated. As Rosenthal points out: “Our attitude toward 
death is characterized by intellectual indifference with psychologic re- 
pression.” We tend to put everyone over 60 in the discard and see them 
as useless and unteachable. Our indigent old and psychiatrically disabled 
are usually placed in the same wards. Rosenthal excellently summarizes 
the situation when she states: 

The aging person, increasingly beset by the ills of the flesh, reacting with 
varying amounts of anxiety to external insecurities, launched on the last lap 
of a journey for which he may be inadequately prepared, is also at the 
mercy of a folklore which sees him as a waste product. The old person who 
has met and overcome the stresses of successive periods might deal effectively 
with the problems of old age and approaching death, if he were not addi- 
tionally exposed to this folklore. Whether it takes on a deprecator)', in- 
sincere, or patronizing character, this attitude of society engenders or rein- 
forces the anxiety pattern peculiar to the individual. He may feel its effects 
as a reduction of his capacities or as a challenge to his remaining powers. 

Recent medical advances have succeeded in staving off death a bit longer, 
but they have done little to alleviate the psychological conditions that 
accompany old age. We are aware of the increasing mean age of our 
population. Bowman’ has pointed out that during the period from 1900 
to 1950 the population of the United States has doubled; but, during this 

» Mecrloo, Jn “Transference and resistance in geriatric therapy,” Vsyebosnat. Rev^ 
19J5. 42, 72-82. 

2 Rosenthal, P.. “Second diildhood,” Gerijirics, 19jy, 10, 382-390. 

3 Bowman, K. M, “.Mental adjustmenr to ph>’sical changes with aging,” Gerutrics, 
1936, 11, 139-146. 
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same period, the number of persons over the age of 60 has quadrupled. 
It has increased from 4 to 13 million during this fifty-year span. Even 
more significantly, while the number of persons in mental hospitals tripled, 
the number of persons over 65 years of age in such institutions increased 
nearly 1 0 times. These are certainly important changes in the characteristics 
of our population. However, the great increase in the number of older per- 
sons in mental hospitals does not necessarily mean that all such individuals 
are psychotic. Kolb^ studied the older population of mental hospitals and 
concluded that they were overburdened by large numbers of old persons, 
who really should be in another type of institution. They were, however, 
placed in mental hospitals primarily because there was no other place for 
them to go. The lengthened life span means that more individuals will 
attain senility. The increasing urgency of the problems of old age means 
that more attention will be devoted to them. i 

The aging process is not uniform in all persons. Each individual ap- 
parently has his own unique rate of aging. One person may e o ^ at 
the age of 45. Yet others-Winston Churchill, for example-ate creatively 
active at a much older age. Kinsey cites a very vm examp c o one 
aspect of this aging differential. He mentions the m ivi ua w o, a 
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of old age (these would Include irreveisible disorganizations due to de- 
generative brain changes)*, long-standing neurotic or psychotic involve- 
ments that become much more acute; and recent reactions, either affective 
or toxic-confusional. Roth,’ who studied 450 patients with mental disorders 
of later life, came to somewhat the same conclusion. He concluded that 
the affective psychoses, late paraphrenia, and acute confusion shown by 
the disturbed aged u ere quite distinct from the two main causes of pro- 
grKsive deterioration in old age— the senile and the arteriosclerotic psy- 
choses. He found very little overlap between these two major categories. 
Linden* states that there are two classes of emotional disturbances shown 
by the aged: the biophysical dementing type, and the non-dementing 
psychoses and neuroses. We may conclude that the process of aging 
initiates many organic brain and other physical deteriorative changes. 
The personality then reacts psychologically to such changed bodily con- 
ditions. In addition, already present conflicts and disturbances may become 
more acute, resulting in more profound behavioral reactions. 

Busse* studied a large group of non-institurionalized older people. He 
found several characteristic behavioral reactions in this group. In summary 
these are; 

(1) Depressions. Depressive states were quite common in the group, but 
those aged people engaged in gainful occupations were not as frequently de- 
pressed as those uho were not. 

(2) Hypochondriacal reactions. Preoccupations with parts of the body %\ere 
common. This may be attributed to a shift of interests away from the ex- 
ternal environment and a focus of these upon the body and its functioning. 
Anxiety is shifted from specific psychic events to the body (such as anxiety 
over loss of social prestige and anxiety over financial security). 

(3) Wandering. Many of the aged move around the community restlessly. 
This, Busse feels, is done to relieve inner tensions. 

(4) Irritability and hostility. The group as a whole was quite irritable. Part 
of the reason for this, according to Busse, lay in the fact that it w as realized 
that phv sical capacities and abilities had declined, and that perfomiance was 
not as elective as it formerly had been. 

It is quite common for us to think of old age as a “second childhood” 
and we frequently refer to it as such in our evcrj'day speech. Linden,*® 
however, disagrees with this popularly held viewpoint. He feels that 
senility is not a second childhood, but rather is a “cliildhood in reverse.” 

TRoth, ,M, "The natural history of mental disorder in old aKc." /. .\lent. ScL 
1935. 101.280-301. ** 

* Linden, .M. L.. "Transference in gercntologic group psychotherapy: Studies in 
gercntologic human relations. IV." Im. }. Group Fjychother., 1955, 5, 61-79. 

® Busse, E- W;. "Treatment of the non-hospitalizcd emotionally disturbed elderly 
person,” Geriairirr, 1956, 11, 175-179. 

VO Linden, M- E-. Group psychotherapy with institutionalized older women: Study 
in gercntologic human relations,” Int. /. Group Psyebotbtr., 1955, 5, ISO-LTO. 
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Because of this, older people in general are prone to states of hostile but 
anxious and fearful dependence. They feel isolated from other people. 
There is a pronounced tendency for them to use their rapidly dwindling 
supplies of mental energy to defend the illusions and ideas that interfere 
with reality activities. Further, regressive mechanisms operate against more 
healthful activities. 

The process of aging is natural, and there is a normal range of behavioral 
reactions shown. However, individuals adjust to the process in varying 
degrees, some quite successfully and others to a much lesser degree. 
Whether or not an adequate adjustment is made depends upon the previous 
life history of the individual and of course the severity of stress to which 
he is subjected in later years. Basse" concludes that adequate adjustment 
in the elderly person is largely determined by the strengths and weak- 
nesses developed much earlier in life. He feels that the well adjusted young 
person ages into a happy and effective old person. The aged individual 
will reiterate his early patterns of adjustment. For this reason, even though 
the aged deserve the attention of society it would be better to devote more 
effort to prepatiiig people for old age. We shall not be concerned with 
the numerous problems that increased age normally brings, but rather with 
the various psychopatiiological reactions. First, we shall turn our attention 
to a few representative somatic brain pathologies, then we shall be con- 
cerned with characteristics of senility, and we shall discuss pertinent 
dynamic functions. 


REPRESENTATIVE SOMATIC 
BRAIN PATHOLOGIES 


The aged suffer from many 
physical disabilities that 
involve the entire body. 
There are many changes within the central nervous system, and the 
brain itself is often involved. Such organic pathologies are resultants of 
the affing process. We shall discuss some of the more frequently en- 
countered Lmatic brain pathologies. They are of particular importance 
to us because they lead to extensive behavioral changes. 

Arteriosclerosis One of the most commOT chsngcs ‘’f” 
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age of 65 show marked arteriosclerotic changes. Of all first admissions to 
mental hospitals, 12% are diagnosed as being arteriosclerotic. These figures 
are cited to stress the prevalence of the disorder. It is of significance, 
however, that all persons who suffer from arteriosclerosis do not show 
severe behavioral reactions. This would tend to indicate that there may 
not be too close a relationship bettveen the degree of arteriosclerosis and 
the severity of the “mental” symptoms produced. Here again, as stressed 
in the previous discussion of the relationships of somatic and psychic 
processes, the total integration of the individual is of importance in de- 
termining the behavioral reactions that are shown. 

The anatomical and psychological changes in the arteries supplying 
blood to the brain result in major pathological changes within the brain 
itself. These are primarily the results of the facts that: (1) there is a 
decreased amount of oxygen available to the brain cells; (2) waste prod- 
ucts of the brain cells are not so readily removed and tend to accumulate; 

(3) a decreased amount of sugar is furnished to the brain as fuel; and 

(4) hemorrhages, either minor or major, may result, with the attendant 
destruction of the brain tissue involved and the consequent loss of function. 

Alzheimer's Disease The specific cause of this brain involvement is 
not known. It is characterized by a marked atrophy of the brain tissue, 
and severe changes in behavioral reacdons. {For a more complete dis- 
cussion of this condidon see Chapter Eleven.) 

Pick's Disease This is a relatively less frequent disease process occur- 
ring within the brain. It is characterized by a marked atrophy of the lobes, 
or part of the lobes. It may be highly focal and circumscribed in the area 
of involvement. Clear neurological signs may usually be shown, and it 
tends to be progressive in nature. The psychological reactions are severe. 
Often individuals suffering from Pick’s Disease will show extremely rapid 
physical signs of aging. 

Jacob's Disease This brain disorder is also a deteriorative process. It 
is characterized by the presence of pyramidal and extra-pyramidal lesions. 
Marked motor symptoms and neurological signs are shown. The psycho- 
logical deterioration is also pronounced. 

Other pathological somatic conditions In addition to the major or- 
ganic brain involvements cited in the foregoing paragraplis, there are 
many others of importance. They arc, however, relatively less frequent 
in occurrence than those cited, and have not been as adequately investi- 
gated experimentally. Their differential diagnosis is difficult, except at 
autopsy. With increasing age comes, as one might expect, innumerable 
morphological changes of the brain. Cells die and are not replaced, func- 
tions decline, and performance is thereby impaired. It is not of much 
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value to attempt to delineate each of these specific physical pathologies, 
since the behavioral reactions with which we are concerned in this volume 
are usually similar regardless of the highly specific nature of the somatic in- 

volvement.^2 


PSYCHOLOGICAL CHARACTERISTICS The psychological con- 

OF SENILITY comitants of the organic 

brain changes resulting 
from old age are very extensive, and cover the whole range of human 
behavior. We have previously (in Chapter Eleven) cited involutional 
melancholia as an example of the individual’s reaction to one particular 
aspect of aging. However, it is not strictly a “senile psychosis" as dis- 
cussed in the present chapter. Rather, it may be taken as a model of an 
individual’s reaction to changes occurring with increasing age. There 
are specific behavioral reactions associated ^vith senility that are not essen- 
tially of the same order. 

Delusional and hallucinatory symptoms are frequently shown by the 
senile individual. These tend to be fleeting and fragmentary in nature. The 
delusions, as a rule, are not well systemarized, and are easily recognized. 
Usuall)'^ they tend to be paranoid and grandiose in nature. 

Personal habits deteriorate, and the senile person often becomes “un- 
tidy." There is a general appearance of “messiness" and uncleanliness of 
body. Little attention is paid to the adequate arrangement of clothing, and 
buttons are left open and frequently articles of clothing are not donned. 
The individual often loses the capacity to control bowel and bladder 
movements, and so soils himself continually. This may be due to either 
somatic or psychological factors. 

Motor disturbances are common. Visual-motor functions are impaired, 
and all motor reactions are poorly integrated. The first to suffer are those 
motor reactions requiring the coordination of the fine muscles. Later the 
grosser motor systems become involved and are impaired. 

Speech defects may be shown. There may be difiiculries in pronuncia- 
tion. Often the senile person may forget words. He misuses words and 
phrases, and cannot adequately express what he wishes to say. 

In the eviotionl area there are profound changes. The senile individual 
so often becomes irritable, and displays frequent periods of anger and 
petulance. His capacities for the tolerance of frustration are low, and he 
displays behavior very similar in nature to that of the young child. Often 
the emotional reactions shown are not in accord with the realities of the 
situation in which the senile person finds himself, and appear quite in- 
appropriate to the obser\'er. Self-control is at a much lowered level. In 

12 See discussion of organic brain damage in Chapter Be\ cn. 
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general, the term “childish” would be a very good characterization of the 
senile individual’s emotional reactions. 

Memory junctions show severe impairments. We are all familiar with 
the aged person who lives almost completely in his past. He talks of and 
relives various childhood incidents. He reminisces over details of his early 
life, and often confuses present-day reality wdth the past. This “forget- 
ting” process is usually one of “backward forgetting,” that is, the latest 
events are the soonest forgotten. For example, the senile individual may 
not remember what he had for lunch, but he may remember events of 60 
years ago. This backward forgetting is often referred to as Ribot's law of 
Tegression. The memorv disturbances of the senile person ate illustrated 
by the following case material: 

Man,’ was a woman of about 65 years of age. She had marked memory de- 
fects. She frequently would go to the groccty store, buy food and bring it 
home. She would often duplicate the things she bought. After putting the 
food away, she would then return to the store and buy them or others again. 
She had formed the habit of retiring at 7:J0 in the evening, and vociferously 
resented being disturbed once she had gone to bed. Two college students 
roomed with her, and were somewhat irked at this habit. To avoid the un- 
pleasantness which frequently occurred, they would rum her clock back 
as much as three or three and one-half hours, and she would remain up 
until the hands indicated 7-. 50, even though it was actually 10:50 or 11:00 p.M. 

Childhood events flood back vividly, ano often childhood languages, long 
forgotten, are once more recalled and spoken. Regressive reactions are 
pronounced. 

Psyehomofor functions The time taken to react to a stimulus varies 
with age. Obnst*^ studied simple reaction time in aged adults. He found 
that both simple auditory’ reaction time and reaction time variability in- 
creased with age, the rate of increase being greater after age 70. However, 
individual differences in these variables also became greater with age, sug- 
gesting that there is a differential rate of decline in this function among 
old people. 

Rlcemeier examined the findings on age changes in psychomotor func- 
tions that affect productivity.'* In particular, he reviewed the findings on 
reaction time, muscular strength, vision, hearing, complex psychomotor 
activities, and age and job performance of the aged. He pointed out four 

13 Obnst, W. D., “Simple auditory reaction lime in aged adults,” /. Ptycbol^ 195J, 
35. 259*266. 

1 * KJccireier. R. W., “Age changes in psychomotor capacity- and productiiity," 
Jourrul of Bwmess of the 'Unreernty of Cheago, 1954. 27. 146-155. Klccnicicr de- 
fines “psjehomotor” as refernng to the control and use of the muscles of the bodv. 
It includes the functioning of the sense organs and the central nenous sjsccnis 
which initiate, organize, and direct muscle action. “Thus perception, learning, 
muscular strength, and c\cn moavatum ate interrelated factors in the psychomotor 
complex." 
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general findings: (1) reaction time tends to increase with age; (2) the 
rate of increase is greater in the later decades of middle life than in the 
middle years; (3) individual differences in performance increase maT]{edly 
during adulthood and old age; and (4) the individual’s performance be- 
comes more T^ariable tvith increasing age. Klecmefer feels tliat curves of 
^g^^?~*'vhich generally show declining capacities— though accurately 
drawn, may leave false impressions. He points out that the decline shown 
by such curves is one of averages, and that the individual differences ex- 
ceed the age differences. The conclusion is made that there is a steady 
decline in psychomotor capacity with age, which is not rapid during the 
middle years but is telling beyond the age of 60. However, Kleemeier 
points out the need for longitudinal rather than cross-sectional studies. 


intellectual functions There has been considerable discussion as to 
whether or not the intellectual abilities decline with increasing age. Vari- 
ous studies have tended to indicate somewhat opposing trends. Prados and 
Fried,*® who investigated the personality characteristics of older subjects 
by means of projective techniques, concluded that there was a progressive 
impairment of intellectual faculties with increasing age. They noted that 
individuals under the age of 70 tended to react with anxiety to an aware- 
ness of their intellectual inadequacies, whereas chose over 70 tended to be 
more resigned and did not react with similar anviety. Klopfer*® also re- 
ported the progressive decrement of intellectual functioning with increas- 
ing age, However, ocher studies do not agree with these findings. Owens*^ 
conducted a longitudinal study of 127 subjects. They were retested with 
the Army Alpha Test after a period of 30 years. Owens noted that there 
was (1) a significant increase in practical judgment, synonym-antonym, 
disarranged sentences, and information subtescs; (2) a significant increase 
in total Alpha score; and (3) no significant decrease in score on any of the 
subtests. 

Bowman*® concluded that: “Leaving out possible decline due to decrease 
of speed, the measured intelligence of persons of superior intelligence 
increases rather than decreases from 20 to 50.” Doppelc and Wallace*® 
standardized the Wechsler Adult Intelligence Scale for older persons. 
TJiey concluded that as far as verbal intellectual abilities were concerned 


15 Prados, M., and Fried, E. G., “Pcisonality structure in older age." /. C/;«. 
Klopfcr, W. G., "Personality patterns of old age," Rorschach Research Ex- 
a!, “Age and mental abiliocs: A longitudinal study." Geiiet. Psychol. 
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the decline was relatively small undl about age 70. However, the decline 
in performance measures was greater than that on verbal measures. The 
decline was greater here again after the age of 70. It appears to the authors 
that part of the reason for the greater decrement in performance items 
might be due to the fact that they involve psj'chomotor functions (in the 
broadest sense) to a greater degree than do the verbal items. For example, 
Arms^ reported a correlation of .46 between performance on the Picture 
Completion subtest of the Wechsler Scale and a visual acuitj-^ score for 
near vision. 

It is very difficult to conclude hethcr or not intellectual factors show 
an increasing decrement with increasing age. It is quite possible that 
such factors may be differentially affected. Intelligence test scores appar- 
ently do show a drop in many areas, but the basic question appears to be 
the reason for the declines. They may drop because of speed, sensory, 
motor, or perceptual incapacities which are not themselves evidence of 
abstract or cognitive intellectual abilities. As KJeemcier^* states: 

It is also uell known chat rates of senescent decline in intelligence vai^’ s\ith 
the capaciC}’ being measured. Both this differential and, indeed, the general 
decline may in part result from peripheral sensor)' and motor impairment 
rather than cenc^ deterioration. 

In a further study he stated:— 

The assessment of ititeUigence is at best a difficult task. \\*hen obvious im- 
pairment interferes with die performances demanded by the standard in- 
telligence tests, its measurement becomes even more difficult- The blind 
nun cannot name the missing parts of the picture because he cannot see the 
picture. The deaf man cannot repeat numbers spoken to him because he 
cannot hear them. The measurement of intelligence in such individuals will 
alwavs be difficult and perhaps meaningless when compared with normal 
seeing and hearing people. Nevertheless, because of the obrious nature of the 
handicap invariably intelligence estimates on such individuals are properly 
made wnth great caudon and rcservadon. Likely to be overlooked, however, 
are the not so nodceable half-handicaps of sensorv’ and motor capacitv'. How 
are intclLgcnce test results inffucnced by poor vision, rather than blindness, 
slight hearing loss rather than deafness, by muscle vseakness or hand tremor? 
WTule it is recognized that such deffdencies may be the result of cither cen- 
tral or peripheral impairment and that, therefore, the degree to w hich thev 
should be discounted is difficult to determine, nev erthelcss, a careful scudv of 
these inffuenccs should be made in order to anise at a more complete under- 
standing of intclligcncc- 

^ Arms, R. W., “Inttlbgencc changes in old age,” 2vJ Annwil Keport of ibe 
MoosebJien Research Laborjtory, 1951 (Mooscha\en, Florida). 

ri Kkcmcicr, R VV.. The role of sensory and motor ability in the measurement 
of senescent decline m uitclligcnce,'' / Ceronr.,6, Suppl. No. J, 1951,0. 112. 

— “.\n intcrcorrclatjonal study of the Wechsler-Bellcvue Scale of Intelligence and 
certain sensory and motor tests.” »rj Aimtal Report of she Moosebxien Research 
Laboratory, 1952. 
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dynamic considerations We have, in the preceding 

pages, developed the points 
that the aging process brinp with it oiganic brain changes, stresses unique 
to the aged, and reactivation of previously existing conflicts. Each indi- 
vidual reacts to these factors in terms of his own particular life history, 
with his own unique pattern of adjustment. However, there are several 
basic processes that are common to most aged individuals. 

Personalitysfrueture With old age the entire personality structure 
tends to become less organized and integrated. In particular, ego functions 
suffer. As pointed our by Kaufman, the ego structure tends to become 
more rigid with advancing age. There is a severe decrease in the efficiency 
of tJie ego organization, and the individual cannot as readily adjust to 
changing situations as he did at an earlier age. 

Ego defenses ^veaken, and the ego cannot defend against the emergence 
of id strivings. Mcerloo^* pointed out that the first sign of the loosening of 
the ego structure is the return of repressed emotions to consciousness. 
Examples of these would be strong sexual wishes in formerly frigid women, 
or strong aggressive and destructive wishes in formerly passiv^e individuals. 
Both the ego and the ego defenses falter, and so there is an increased 
sensitivity to outer environmental forces. The regressiix change in the ego 
structure very frequently produces a marked change in the individual's 
concept of his body image and its function. (This is similar to that of the 
schizophrenic, where the ego structure is destroyed and then is reformed.) 
As Alecrioo points our, many of the symptoms developed are related to 
death. They may be regarded as cither representing passive surrender to 
the inevitable, or an attempt at denial and flight away from death. 

There is a decrease in available psychic energy, and even though id 
forces become more and more dominant they do not have the force or 
urgency that they did at an earlier age. 

The superego itself loses its organization, and like the ego, is not suffi- 
ciently powerful to control the basic id forces. In fact, as pointed out by 
MeerIoo,25 in the psychotherapy of the aged it Is often necessary for the 
therapist to play the role of a benevolent superego. 

The entire personality structure and organization thus suffers. Ego 
boundaries become vague, and as a result the demarcation betw cen self 
and non-self is not as clear as before, reality' testing capacities deteriorate, 
and object cathexes decline while preoccupation with self increases. The 

23Kau//nan, Al. R.. “Old age and aging; The psychoanahtic point of mcvv.” Awer. 

/. Orf/jopjyf/jwt., 1940, 10, 73-84. , « i> i » 

24Mcerloo, J., “Transference and resistance in genatne therapy, i sycboaual 

^' 25 Ajcc?ioo^,’y.*Tsjchotlicrapy with eldcriy people," Geriames, 1955. 10. 58J-587. 
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State may become one closely resembling that of the personality structure 
of the very young child. 

Depressive reactions Depressive reactions are exceedingly common 
and characteristic of the aged persons, and this is a major social and be- 
havioral problem. Suicides are quite frequent. Batchelor and Napier^® 
studied cases of attempted suicide in elderly persons, and found that 80% 
of the suicidal attempts occurred in a setting of a depressive state. It was 
also a significant finding that over one-half of the depressions manifested 
were the first such “attacks” experienced by the person. It was felt there- 
fore that depression is less well tolerated at an older than at an earlier age. 
This is probably due to the rigidity or inability of the ego to erect and 
maintain defense structures. Batchelor and Napier also found that the 
suicidal attempts of older people, in contrast to those of some neurotics, 
are usually genuine. Less than one-fourth of the cases studied were classi- 
fied as impulsive attempts at self-destruction. They also concluded that: 
“Adverse social functions of a material kind were less important than 
community attitudes toward the old person.” 

As pointed out by Grotjahn,-’ the unconscious does not know either 
aging or death. Therefore, the experience of growing old must be a 
severe narcissistic blow to the individual. It serves to shatter the unconscious 
illusions of eternal youth. For this reason, one would expect that the reac- 
tions to depression would tend to be more along a psychotic than a neu- 
rotic depressive continuum. Grotjahn feels that the fear of death basically 
hides a severe castration anxiety, and that death anxiety itself is a symbolic 
representation of a castration anxiety. 

Depression accompanies aging— with increased age there is an increase 
in the frequency and depth of the depressive periods. Busse^® points out 
that the depressive episodes usually have a specific precipitating factor— 
that, in contrast to many other psychoneurotic and psychotic depressions, 
there is not an inward turning of unacceptable impulses, but rather an 
ittability on the part of the person to obtain necessary narcissistic supplies 
or to defend himself against threats to his security. Of importance in this 
regard was the finding that persons who had no planned activities were 
much more prone to depressive s^tes than those who did. 

Oedipol changes In the traditional oedipal situation the son fears the 
father.-® Old age, however, precipitates a severe change in the usual rela- 
tionships of father to child. The son no longer fears the fatlicr, who at 

20 Batchelor, I. R. C., and Napier, M. B., “Attempted suicide in old age,” Bnt, MeJ. 
foUT^ 1953. 38. 1186-1190. 

21 Grotjahn. M., “Analjnic therapy with the elderly,” Pjychojnal. Rev., 1935, 
42. 419-427. 

2 » Bussc, E. W., el j/., op. cit. 

29 See Chapter Four (oc a discussion €»f oedipal relationships. 
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this point must work through his unconscious relations to his son. He must 
be aware of his changed status and new relationships. Grotjahn^® has 
given the name “reversed oedipus” (sometimes called “inverse oedipus”) 
to this phenomenon. 

Sexuality With old age comes a diminution of libidinal energy, and a 
resulting decrease in sexual behavior. This condition, to facilitate adequate 
adjustment, must be accepted by the older individual. Whether or not he 
does so is a function of his total life history. Many old men become in- 
volved in sexual offenses with young children. These are usually not too 
serious. They often center around the fondling and feeling of the child. 
One explanation of this behavior might be that the aged individual is 
impotent; erection and ability to engage in intercourse are impossible. He 
then feels unable to approach a physically mature female due to his loss 
of “manhood.” The young child is not similarly threatening to him so 
may be more safely approached as a sexual object. 

Alasters and Ballew,^^ in their discussion of the cessation of sexual ac- 
tivities of old people, posit a neutral gender, “a third sex." In this group 
they would include “roughly all people who had reached the age of 60.” 
Considerable researclt needs to be done in this area. 


Aging and stress Borez^^ 1,35 studied the relationship of aging to gen- 
eral stress factors. He feels tliat the process of aging directly represents an 
energy expenditure. The essential problem of the individual is to conserve 
energy, but stress situations throughout life continually deplete the avail- 
able supply. Bortz states chat the fatigue so commonly experienced by 
old people may be partly psychogenic in nature. The psychodynamic 
fatigues of the old may be due to a paralysis of initiative with a variable 
degree of fatigue in physical or mental effort, or to inadequate peripheral 
effectiveness in which the desire to perform persists, but the individual 
Cannot “make his body come through.” Bortz says: 

In resisting the useless expenditure of energy, man’s fight with dine is his 
greatest battle. In that battle liis cmorional life is highly important, the sur- 
plus of hope over despair, of love over indifference, of motive over resigna- 
tion. ... it is not a fight for the duration of the body as much as it is a 
fight for the duration of happiness. One can be too busy and too active in 
the process of maturing to be amazed by the deteriorations of aging. Pur- 
poseful activity, up to the limits of physiological and mental optimum, repre- 
sents the most potent factor in the fight against premature human de- 
terioration. 

Figure 12 schematically summarizes our concept of the aging process 


Groejahn, M., op. cit. 

31 Masters, W. H., and Ballew. J. 

32 Bortz, E. L., “Stress and aging," 


VV., "The third sex,” Gemmct, 1955, 10, 1~1. 
Genatrics, I95J. 10,93-99. 
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RESPONSE TO TREATMENT There is an increasing 

number of studies devoted 
to psychotherapeutic treatment of aged people. The studies of Rotii- 
schild" for example, are extremely provoking. As early as 1936 he at- 
tempted to relate the behavioral reactions of senile patients to central 

23 Rothschild, L, “Pathological changes in senile psychoses, and their psychological 
significance,” Amer. J. Psyebtilt 1937, 93, 757-783. 
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nervous system damages. (This was done at autopsy.) He concluded that 
it was not possible to correlate symptoms with histological findings; that 
there was little relationship between organic brain damage and intellectual 
impairment; and that the central nervous system damage in senile psy- 
chosis is not greater than that of the nonpsychotic senile. He attributed 
these findings to strong compensatory reactions on the part of the indi- 
vidual. Rothschild repeated the study upon a group of arteriosclerotic 
patients in 1942 with similar results. 

Andrus,^* at the Cold Spring Institute in New York, focused intensive 
treatment upon a group of people ranging in age from 60 to 80 years. 
She reported that the group showed, following treatment, an increase in 
alertness, vigor, and self-esteem. Each person developed a stronger sense 
of individual identity and enjoyed greater self-acceptance. The group 
came to reject the stereotyped picture of the aged attributed to them by 
society. Of importance was the increased sense of the possibility of growth, 
less fear of loss of function, and decrease in depressive reactions. Social 
contacts changed, and there was an increase in warmth and empathy. 
Capacities for differencial judgments increased, and there was better com- 
munication on factual and emotional levels. . j 

Boyle and his colleagues’* worked with elderly, chronic hospitalized 
patients whom they felt would never be able to leave institutional life. 
They developed tasks chat these people were able to do in the hospital. 
Goals of the program were to utilize the skills of the patients to the best 
of their ability, to give the patients a sense of well-being, happiness, and 
usefulness, and to give the patients a certain amount of P«de *n the contri- 
bution they were making. The program was termed a sheltered work 


^ KaplTn,3« in a study of 6,000 old people between the aps of 60 and 101, 
concluded that group identifications are important m the aging process. 
He feels that senescence may be controlled by providing an environment 
in which older people can meet their own needs m their own uay thro g 


i..e„siv=.y 'vi* . ^ .nHe 

hospitalized patients. A total of I7I subject was 
cases were classified as senile psychosis, 4 as 

psychosis with cetebral arteriosclerosis. 41 as schizophrenia, 18 as manic 

‘'Efftefoi group aeiivity o„ psychogenic manifotal.ons of older 
geriatric patients,” Gfrij/r/Vr, 1?54, 9, 28- 
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depressive, 6 as involurional, and 23 with other diagnoses. The average 
age was 72 years, and the average length of hospitalization was 10 years. 
A team approach (psychologist, social worker, ward physician, recreation 
worker, occupational therapist, charge nurse, and psychiatric aides) was 
utilized in attacking the problem of therapeutic management of the pa- 
tients. Each patient was reviewed by the team and a treatment plan 
formulated. Occupational therapy was provided daily. Group therapy 
sessions were held tu’ice a week. Work therapy programs were initiated, 
and social planning was stressed. The results of this program are striking. 
Of the I7I patients, 32 died, 46 were discharged from the hospital, and 
93 remained on the program. {This was during the first 6 months of the 
program.) The average rate of discharge from the unit had previously 
been 10.5, thus the program resulted in a 338% increase in the discharge 
rate.®* 

Goldfarb,®® in discussing the psj’chiatric problems of the aged, con- 
cludes that an effective therapeutic relationship is possible with people 
70 years of age and beyond. He points out that good results can be 
achieved even when a chronic brain s)mdrome is present. The dependency 
of the aged facilitates the development of the therapeutic relationship. 
He points out that the emotionally ill younger person rarely improves 
without a long period of therapy. He states: 

How then can we feel other than hopeless when confronted by the aged 
who may have lost their sevual pou ers; whose taste and digestive capacitj' 
ha\ e waned; \\ hose sight, hearing, and muscle strength are poor; whose men- 
tal capacities have declined; and who ha\e lost the people who were close to 
them? Wc can feci hopeful because there is a source of pleasure that the old 
person can take with him from childhood— to feci los'ed and understood and 
therefore to feel more worthwhile, esteemed, pleased with himself, and to 
take pleasure in returning such affection. 

It is evident from the materia! reviewed in this chapter that we 
do not as yet clearly understand either the nature of the aging process or 
its implications for society in general. However, the increasing awareness 
of the problem by various groups and institutions is evident, and we find 
on all sides greater attention being focused upon the problems of aging. 
One fact above all is clear— the aged have potentialities that have not been 
adequately recognized. It is time that greater attention be devoted to the 

38 Other intestigators have repotted similar findings. See (a) Qow, H. W., "A 
study of 100 patients suffering from arteriosclerosis,” Anier. J. PsyebUt^ 1940, 97, 
16 iT. <b) Theu lis, M, and Gale, E. T., “Ambulatory care of the aged,” Geriatrics, 
1950, 5, 551 ff- (c) Smith, .M. R., et al^ “Sociometnc changes in a group of adult 
female psjchotics follov^ing an mtensise rcsocialization program,” Group Piychother^ 
1951.4, 145 ff. 

3»GoMfarb. I., “Psjchiatnc problems of old age,” *V. State Jour. MeJ., 
1955. 55.494-501. 
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development of more adequate programs of research and treatment for 
the aged. They will form an increasingly larger proportion of the popula- 
tion as years go by. 
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At this point in the book the reader who has faithfully read and 
integrated the material of the preceding chapters will have become 
familiar with basic concepts in the field of abnormal psychology 
and u ith findings and theories concerning a fairly wide sampling 
of deviant behavioral conditions. Although we have directed 
attention occasionally to problems of treatment (and have 
devoted a chapter. Chapter Eight, to psychotherapy for conditions 
in childhood), ue have not yet faced squarely the basic question: 
“How can \\ c proceed to improve aberrant behavior?” This 
problem \\ ill become our next concern, and Chapters Thirteen 
through Fifteen attempt to “spell out” sonic of tiic theoretical 
and practical issues involved in procedures for changing psycho- 
pathological behavior. However, we shall find that the more we 
get to know about therapy, the more we shall want to know 
about careful methods of evaluation, assessment, and diagnosis. Hence, 
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after we have considered psychological and somatic methods of treat- 
ment and have gained more knowledge about such matters, we shail be 
able to study with more appreciation the theories and techniques for 
assessing the nature of the psychopathology. As we shall learn, diagnosis is 
an ongoing process when one is attempting to induce behavioral change. 
We have to be alert, consnmtiy, to what is raking place and what it means 
to the personality. Thus, in Chapter Sixteen we examine some of these 
diagnostic methods in the light of wliat we have learned about psycho- 
pathology and therapy. Then we devote one chapter, Chapter Seventeen, 
to the professions that are involved in the diagnostic and treatment proc- 
ess. A final chapter, Eighteen, is devoted to the general implications for 
society. As we shall see, improvement in mental health concerns the gen- 
eral public as well as the psychotherapist. 


AIMS AND NATURE OF We should make it clear, 

individual psychotherapy at the outset, that this and 

succeeding chapters are not 
intended as “manuals” for the training of psychotherapists. Their essential 
function, rather, is to provide as clear and as simple an understanding of 
psychotherapy as is possible. There are many common misconceptions 
about psychotherapy. First, there is the assumption by many that psy- 
chotherapy is the same as psychoanalysis. There are a number of factors 
in common, but psychoanalysis is a special form of psychotherapy. The 
term “psychotherapy” should be employed to denote all forms of psy- 
chological help in which a trained therapist assists an individual or group 
of individuals in attaining a more effective adjustment. The term “psy- 
chotherapy” is, thus, more inclusive. There is the common belief that 
psychotherapy is a process in which the therapist ‘‘finds out what is 
wrong” with the patient and then tells him “what to do about it.” There 
may be some therapists who operate in this fashion, but this is very far 
from what is commonly done in psychotherapy. Still another nifsconcep- 
tion is that the therapist can “make the patient over,” that he can change 
him at will. There are a number of things wrong with this belief. In 
psychotherapy, as in most other forms of learning, the padents nioriva- 
tions and his active effort and cooperarion are important factors in growth 
and change; moreover, psychotherapy is not a process in which the thera- 
pist’s will is pitted against that of the patient-psychotherapy is a joint 
undertaking by both patient and rhecapisr. Finally, nc Mish to note the 
misconception that only “crazy” people or neurotics receive or ask for 
psychotherapy. The reader of this volume will understand how inaccurate 
this belief isfiMore and more individuals, including college students and 
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after we have considered psychological and somatic methods of treat- 
ment and have gained more knowledge about such matters, we shall be 
able to study with more appreciation the theories and techniques for 
assessing the nature of the psychopathology. As we shall learn, diagnosis is 
an ongoing process when one is attempting to induce behavioral change. 
We have to be alert, constantly, to what is taking place and what it means 
to the personality. Thus, in Chapter Sixteen we examine some of these 
diagnostic methods in the light of what we have learned about psycho- 
pathology and therapy. Then we devote one chapter. Chapter Seventeen, 
to the professions that are involved in the diagnostic and treatment proc- 
ess. A final chapter, Eighteen, is devoted to the general implications for 
society. As we shall see, improvement in mental health concerns the gen- 
eral public as well as the psychotherapist. 


AIMS AND NATURE OF VVe should make it clear, 

INDIVIDUAL PSYCHOTHERAPY at the outset, that this and 

succeeding chapters are not 
intended as “manuals" for the training of psychotherapists. Their essential 
function, rather, is to provide as clear and as simple an understanding of 
psychotherapy as is possible. There are many common misconceptions 
about psychotherapy. First, there is the assumption by many that psy- 
chotherapy is the same as psychoanalysis. There are a number of factors 
in common, but psychoanalysis is a special form of psychotherapy. The 
term “psychotherapy” should be employed to denote all forms of psy- 
chological help in which a trained therapist assists an individual or group 
of individuals in attaining a more effecnve adjustment. The term ^ psy- 
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industrial workers, to give two examples, are seeking psychotherapeutic 
help although they may not be suffering from any recognizable psychi- 
atric disorder; they may seek such help simply to improve their over-all 
emotional adjustment. In fact, this last statement might be taken to de- 
scribe one of the general aims of psychotherapy. 

There are many aims of psychotherapy. The specific aim in a given 
case will depend upon the problem for which the individual is seeking 
help, the circumstances of his life situation, the nature of his personality 
structure, and the kind of help he wishes to have. These are factors that 
are dependent upon the person who comes for psychotherapy. The aim 
or aims will also depend upon the training and personality of the thera- 
pist, the time and energy he has available in a given case, an estimation 
of possibilities for and dangers of change in the patient by the therapist, 
and an estimation by the therapist of how much help as well as what 
kind seems advisable. Thus, in a given instance with a given patient and 
a given therapist, there may still be variability in the selection of the 
aims of psychotherapy. 

In general, however, psychotherapy seeks to assist the individual to 
I achieve an improved adjustment. Sometimes this may mean only the 
elimination of a symptom or a reduction in its severity, although an 
evaluation will have to be made whether the individual will profit or 
lose by such a modification; symptom removal without consideration of 
its meamng and cause can be quite dangerous, in that the basic problem 
still remains and additional symptoms may be precipitated. The aim may 
be to help the individual achieve better insight into his conflicts and their 
causes so as to lessen the severity of the conflict. Usually, to be effective, 
such insight must proceed on the basis of an emotional reliving of the 
conflict situation and a more complete working through than was pos- 
sible before. Or the aim may be to help an individual become less sensi- 
tive, or less disturbed by his conflict or symptom; this may mean learning 
to tolerate stress or to live more effectively even though the problem 
remains. This is sometimes true in certain cases of homosexuality, for 
example. Again, the aim may be to offer emotional support to the patient 
during a trying period in his life and thus enable him to master a painful 
situation. The aim may also be to help a patient re-repress his conflict (or, 
more accurately, an impulse that has emerged from the unconscious into 
the conscious); this kind of aim is quite respectable and is often over- 
looked in discussions of the aims of psj'chotherapy. In fact, this aim may 
be essential with certain kinds of psychopathology or during certain 
pltases of psychotherapy. The most ambitious aim is that of the reorgan- 
ization of the total personality' so that the individual is essentially free of 
conflicts (not entirely, for no one ever is), and can lead a much more 
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spontaneous and effective life (and not an unbridled life, as some would 
like to believe). 

These are some of the aims, but how are they achieved? To answer 
this question we must know something of the nature of psychotherapy. 
And since there are various kinds and forms of psychotherapy, we shall 
proceed to answer tliis question by defining, first, the general nature of 
psychotherapy, then by contrasting psychoanalysis with other forms of 
psychotherapy, and finally by listing and describing briefly the most com- 


mon features of most forms of therapy. 

Psychotherapy may be viewed as a process of self-realization. This 
statement reflects the fact that our behavior is determined in part by 
unconscious drives. In emotional maladjustment, unconscious factors have 
too great a role in the determination of behavior. By this we mean that 
the ego is over\vhelmed, or its functions interfered with, by forces over 
which it has lost some control. Self-realization implies that m the course 
of psychotherapy the individual becomes more aware of these uncon- 
scious determinants of his behavior, perceives himself different^ as a 
result, and begins to change his means and goals of adjustment. He can 
then be freer to lead a well disciplined life in which he 
pacities in a more spontaneous manner. This process o se ^ 
goes on between two people, a “patient” and a psyc ot erapis ( g 
more than one patient may be receiving help “ 

group psychotherapy). The major “currency of this intcracnon ver- 
S rthe padent talks, tiling about himself, C03 jus 
feelings, and the like. There are other “currencies : the ™ t'^avior 
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Above all else the psychotherapist is not a moralist. He does not presume 
to function as a “superego" representative of socieCj'; unlike parents, teach- 
ers, friends, and others, he does not judge the “goodness” or “badness" 
of the patienr. Instead he tries to understand, accept and help the pa- 
tient to a more effective emotional adjustment. Moreover, he retains 
his own “integrity” as distinct from that of the patient. This means that 
he does not become confused in his role: he does not permit his own 
private problems or conflicts or value systems to obtrude themselves into 
the therapeutic situation. By this means he attempts to help the patient 
to differentiate himself more accurately from the roles of his parents, 
siblings, peers and “superiors.” He tries to enable the patient to become 
himself more fully. 

Self-realization or self-actualization in the therapeutic situation is pre- 
dominantly the result of emotional relearning. Since the patient's problems 
are, in large measure, the result of emotional conflicts, psychotherapy 
involves some emorional reliving of these conflict situations and a more 
adequate resolution of them. Thus, the process involves many emotional 
experiences— catharsis, abreaction, transference, and “working through.” 
These will be discussed more fully in later sections of this chapter. Here 
vv’e wish to point out that although cognitive processes play their part in 
psychotherapy and at times may be focal in importance, the central fea- 
ture of the process is an emotional one. We do not yet have adequate 
clinical and experimental evidence about this process, although a great 
deal has already been learned. We believe, however, that as a result of 
the emotional reliving done by the patient, factors that were formerly in 
the prcconscious and unconscious are brought into conscious awareness 
more complecely and can then be dealt with and integrated more ade- 
quately into the functioning of the ego. Some aspects of this process are 
predictable, but learmng theorj’ and findings from learning experiments do 
not, as yet, begin to explain the process sufficiently. 

Now. with this brief orientation concerning the aims and nature of psy- 
chotherapy m general, let us proceed to a more detailed consideration of 
the common and differing features of several types of psychotherapy. 


psychoanalysis and other Xhc contrast of psychoa- 

PSYCHOTHERAPEUTIC APPROACHES nalysis with all other fon/is 

of psychotherapy is so 
great that, although we have suggested that psvchoanalysis mav’ be re- 
garded as one form of psychotherapy^, there arc many who regard it as a 
different kind of therapy entirely. In any case, it will be easiest to empha- 
size the differences that do exist between various therapeutic approaches 
by starting w’lth this contrast. ^ 
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In comparision with other psycliothcrapics, psychoanalysis has a sys- 
tematic method intimately correlated with a theory of personality and it 
emphasizes the so-called process of wtcoverlng. The theory of psychoa- 
nalysis as a therapeutic method has been discussed by a number of writers. 
Fenichel’s book may be taken as an ouKtanding example of the attempt 
to correlate therapeutic method with psychosexual theory.^ Since the 
“nuclear core” of the neuroses or psychoses is presumed to develop early 
in life, the psychoanalytic process attempts to uncover and work through 
to this core, thus necessitating the recovery of many early memories and 
their accompanying emotional states. These memories have been deeply 
repressed and the unconscious impulses and the ideas connected with them 
have remained unavailable to the conscious personality and the ego. Psy- 
choanalysis therefore attempts to “peel off” layer after layer of the de- 
fenses of the personality until the basic sources of the present sympto- 
matic picture hav’e been fully revealed. This type of therapeutic approach 
has been called reconstructive therapy, as well as uncovering therapy. Its 
aim is the ultimate reorganization of the personality, freed from the grip 
of any major repressive forces. It is in this sense that psychoanalysis is 
thought to be a deeper and more thorough therapy than any other. 

Thus far we have been discussing psychoanalysis as If all psychoan- 
alysts were agreed on theory of personality and theory of psychoanalytic 
method. As the reader will probably be well aware, this is not the case. 
There are a number of schools of psychoanalysis and each of these has a 
somewhat different theoretical approach to both personality theory and 
therapeutic method. Our discussion has been and will be centered on the 
classical Freudian school of psychoanalysis. The reader who is interested 
in comparing the various psychoanalytic approaches can find a number of 
volumes that discuss these issues. The work by iMullahy presente 
cellent account of some of these problems. But even withm the Freudian 
school there are differences. Some of these center on relatively minor 
issues, such as specific problems in interpretation, but others concern 
more fundamental theoretical questions. There are also differences rdating 
to the time and tlie place where the psychoanalyst was trained^ Different 
training centers vary in their emphasis and at different P^nods va^mg 
approaches to the psychoanalytic process have een proniinen * 
cussion, then, will emphasize the more enduring f . 

Freudian psychoanalyst Moreover, it is probably fair 
differences lithin each of the ^ 

ences beteveen them are far less significant than would at first appear. 

^Fenichel, O.. Pr.to ./ 
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psychoanalysis first developed the technique of free association and has 
been emphatic in stressing its importance in uncovering unconscious ma- 
terials. This technique is another of the features that distinguish analysis 
from other therapies. Almost all therapists make some use of the method 
of free association in its pure or modified form, but only psychoanalysis 
places it in the foreground of therapeutic technique. It is very difficult to 
describe the process of free assodation. Unless one has experienced it 
there will be difficulties in grasping its essential nature. As developed by 
Freud, it consists of teacbmg the patient to verbalize whatever thoughts 
come to mind during the analytic hour. Freud’s suggestions to the patient 
included the following;® 

We warn him expressly against yielding to any motive which would induce 
him to choose or exclude any of his thoughts as they arise, in whatever 
way the motive may be couched and however it may excuse him from telling 
us the thought: ‘that is too unpleasant,’ or ‘too indiscreet’ for him to tell; or 
‘it is too unimportant,’ or ‘it does not belong here,’ ‘it is nonsensical.’ We 
impress upon him the fact that he must skim only across the surface of his 
consciousness and must drop the last vestige of a critical attitude toward 
what he finds. 

It will be noted that the patient is instructed to tell everything that 
comes to mind, without censoring any of it. This sounds much easier to 
do than it is. Partly this is due to the fact w’e have spent many years in 
learning to be logical and rational and in inhibiting irrelevant thoughts, 
and partly this is due to repression or shame or guilt. At first it is almost 
impossible to follow Freud’s injunction. It is at these points, where the 
patient is blocked in free associating, that he has to have help. The psy- 
choanalyst may “help” in various ways, depending upon his understanding 
of the probable reasons for the patient’s difficulty. These ways may con- 
sist of pointing out to the patient that he is blocking or inhibiting some- 
thing, pointing out some reason for the block, relating the block to things 
that are occurring in therapy or in the patient’s life, and so forth. In any 
case, the patient is taught to Icam to free associate. (Parenthetically, it 
may be stated that some patients, cxpecially those with severely rigid 
cliaracter structures or with low motivation for psychoanalysis, do not 
Icam to free associate.) Through free association it becomes possible to 
discover with the patient the sources of his conflicts. 

Wc have stated that in the course of the patient’s attempts to free 
associate, he blocks. This is one of the forms in which resistance is shown. 
Psychoanalysts were the first to understand the theoretical significance of 
resistance in therapy. One of its major causes is the conflict in the patient 
between his conscious wish to get well (to get rid of his symptoms, to be 

* Freud. S.. General Imrojueiion to Ptyeboanalysit. New York- Boni and Liic- 
nghr. 1920. 
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free of anxiety), and his opposing and unconscious wish to remain ill. It 
must be understood that the patient’s illness came into being because it 
produced some diminution in his difficulties and because it was a com- 
promise that was reached in the struggle over previous conflicts. These 
factors plus the secondary gains the “illness” offers, such as gaining sym- 
pathy and attention or getting the world to mediate its demands, oppose 
the work of the analysis and become manifest in resistance phenomena. 
These phenomena may take quite diverse forms, such as coming late for 
or forgetting therapeutic appointments, hostilely opposing the work of 
analysis on a fairly conscious basis, digressing from the subject at issue 
in a particular session, and so on. Psychoanalysts try to reduce or eliminate 
such resistance behavior by analyzing such situations as they occur, that 
is, by getting the patient to understand the reason for their use and help- 
ing him to overcome them. Analysis of resistance is another major char- 
acteristic of the psychoanalytic method. 

VVe have spoken of free association as an important method of getting 
at unconscious processes. Another important technique used by the analyst 
is dream interpretation. Freud spoke of dream analysis as the royal roa 
to the unconscious and in his classic volume’ he put this work on a firm, 
rational basis. The technique of dream analysis is a study in itself, and we 
shall do no more than highlight some of its characteristics. An mdividua 
will permit many wishes and ideas that would be unacceptable to his 
conscious ego to develop during sleep, in the context o ream ma eria . 
Presumably this occurs because the censoring function of the ego largely 
dormant and so the repressed material can make its appearance, e 
thekss, even in the dream these unconscious wishes do 
selves freely; both ego and superego forces combine to resist their direct 
expression. When there is a strong likelihood that these 
are likely to break through in undisguised form, ‘ nluhtiiiare 

dreamer tends to wake up or has so much anxiety t ' distorted 

These ideas can be more Lily expressed in the dream 

in some way. Hence, the L^t of this rfrcL u-orfc 

or their peculiar or even bizarre nature, is t in order 
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its appropriate object to some more neutral object), concrete representa^ 
tion (the tendency to express complex xsishes and thoughts in some visual 
form, thereby making the dream content apparently* illogical or irra- 
tional), and secondary elaboration (the tendency of the dreamer, in re- 
porting his dream, to put it in more logical and acceptable form). Freud 
also discussed two other general characteristics of the dream, the luanifest 
content and the latent content. The former is the obvious and apparently* 
easily* recognizable content of the dream, much of which is directly related 
to events immediately preceding the dream and much of it material that 
the dreamer could also discuss readily in his conscious state, with or 
without the help of the dream. The latter refers to the material that 
has been deeply* repressed and that, in the dream, is disguised by the 
dream work, or by* the major mechanisms in dreaming. 

Some of Freud’s theoretical speculations about the nature of dreams have 
been criticized and put to experimental test. There have been criticisms 
arising out of differing theoretical orienutions; none of these has re- 
placed Freud’s original concepts or has offered significant advances to 
therapeutic work. The experimental work that has been done, although 
still admittedly only a partial test of the basic theory*, has added to our 
knowledge of dreams and has produced some questions about Freud's 
position. Starting with Monon Prince’s x\ork and continuing to the pres- 
ent, such work has challenged the assumption made by* Freud that dream 
work was essentially due to repressed, infantile, sexual wishes. Such drives 
may be responsible for the most significant aspects of dreams, especially 
insofar as they relate to analytic therapy, but other drives have also been 
shown to influence dream content and dream form. It has also been estab- 
lished that the so-called “universal symbols” that occur in dreams are not 
necessarily universal. Symbol formation in dreams, like other forms of 
symbolic thinking, probably has many determinants relating to the indi- 
vidual life history* of the dreamer and the cultural context in which he 
lives. It is interesting, in this respect, to note that Jong's position on the 
nature of dream symbols is much more extreme than Freud’s since it is 
based on the concept of a prhnordial or collective unconscious. It rests on 
the assumption that the unconscious mav “inherit” ideas and thoughts that 
are the product of prior generations, many* years removed from the 
dreamer. In any case, syn^bols in dreams do take common, if not universal, 
forms. Their symbolic significance is important for dream interpretation, 
although verification is needed in the individual case. 

Probably most, if no: all, therapists make use of the patient’s dreams in 
the work of therapy. Psychoanalytic dream analysis is differenr, however, 
in at least two important rcspccB. Ftm is the fact that psychoanalysts 
make a very careful and thorough investigation of the dreams recalled* by* 
the patient, using free associations to uncover the latent meaning of the 
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dream, relating the dream to what is happening in the analytic situation, 
and attempting to interpret the dream fully. Second, the analysts under- 
stand the dream as an expression, in the transference situation, of uncon- 
scious and repressed wishes, and therefore regard it as of vital importance 
in psychoanalytic work. By contrast, in other forms of therapy the dream 
is usually treated merely as part of the interview material and less com- 
plete explorations and interpretations are attempted. 

In connection with our discussion of dreams we had occasion to refer 
to the phenomenon of tramfere7ice. This is another of the primary tools 
of psychoanalysis. Transference reactions occur as a result of the re- 
pressed wishes of the individual. As a result, he tends to interpret current 
stimuli in terms of previously unresolved conflicts or conflict situations. 
In the transference reaction in therapy, the patient unconscious y attri 
utes characteristics to the therapist, based on essential 7 evant cues o 
stimuli in the therapist or the therapeutic situation, w ic are rea y a 
tributable to other significant persons or situations from t e patien ® P ; 
Since the analyst tries to retain a neutral posn.on ^ 

passive in analysis, especially during the early staps o . ’ „ 
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His interpretations are based on psychosexual theory and are part of the 
attempt to demonstrate to the patients “observing ego” those infantile 
remnants (neurotic residuals) that are part of the “experiencing ego.” 
By a process of ever-deepening interpretation, a process that attempts to 
retrace the genetic developments of the patient’s neurosis, the pattern of 
the particular patient’s oedipal solution is unfolded and clarified. The 
“working through” aspect of interpretation is the educational process of 
demonstrating these phenomena with many examples and at many times. 

In recent years, psychoanalysts have been giving increasing attention 
to the defenses of the ego. This is part of the attempt to work more 
directly with the aspect of the personality that is concerned with the 
way a person tries to cope with anxie^ or to defend himself against it. There 
are more or less characteristic ways in which a psychotic individual de- 
fends against anxiety, and other characteristic ways in which a neurotic 
individual sets up his defenses. Moreover, the defenses of the hysteric, as 
the reader is aware, are different from those of the obsessive-compulsive, 
and so on. In recent work with schizophrenics, increasing success has 
attended this type of approach to analytic interpretation. More stress has 
been placed on understanding the specific role of defenses in differing psy- 
chopathologies and the ways of dealing with them in therapy. Such ques- 
tions as “Should the defenses be strengthened rather than eliminated?” and 
“How can the defense be dislodged most efficiently?” have come into 
more prominence. By these studies and analytic innovations it is hoped 
that psychoanalytic procedures can become more economical and can 
have greater applicability to more widely differing types of “mental dis- 
turbance” than in the past. Much of this approach has already been in- 
corporated in other therapeutic approaches. Indeed, the most ardent or- 
thodox Freudians have accused some of their fellow psychoanalysts (such 
as those in the Chicago school) of having abandoned psychoanalysis 
because they have departed from the classic psychoanalytic approach in 
focusing therapy on some selected defenses or conflicts and m substituting 
a more direct attack on the defenses of the ego for extensive use of free 
association. We are less concerned with these internecine quarrels than 
with emphasizing the fact that as a particular therapeutic approach de- 
velops and improves, in this case psychoanalysis, it may tend to develop 
more features that arc in common with other schools. 


COMMON CHARACTERISTICS OF Wc are now ready to con- 

DiVERSE FORMS OF PSYCHOTHERAPY sider some of the ways in 

which the various schools 
of psychothciapy otcrlap. In this discussion wc may, at times, tend to 
oversimplify or to generalize too easily in our attempt to find such com- 
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mon characteristics. It is also true that each school, in defending its 
uniqueness, tends to overemphasize its diifcrences from all others. This is 
understandable not only because the significance of a difference that may 
appear to be nonexistent or imperceptible to others is clearer to the ad- 
vocates of a particular position due to their greater understanding or 
immersion in the data, but also because clear-cut tests, especially on an 
empirical or experimental basis, of the presumed differences are lacking 
or are inadequate. 

Various authors have attempted a description of some of these common 
factors. Among these we may cite Rosenzweig® and Watson.® There is 
fairly close agreement on what these common features are. Some research 
has been directed at verification of commonalities. Fiedler*® reports that 
in the recorded interview of nondirective, Adlerian and psychoanalytic 
therapists there is considerable agreement in the relationships bet\veen 
patient and therapist and in the ostensible goals of some aspects of therapy. 
Indeed there is some reason to believe, with Fiedler, that the more expen- 
enced therapists may have more of these characteristics m common, 
regardless of school. However, it is also possible that these studies of 
similarities or congruences overemphasize relatively less significant aspects 
of the therapeutic process and neglect more basic, per aps more su y 
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pisr. We may therefore say that all therapies involve some form of this 
special emotional relationship and some form of transference, although the 
latter may be explicitly encouraged or discouraged and utilized or over- 
looked in interpretation, depending upon the particular doctrinal orienta- 
tion of the therapist. 

Perhaps implicit in the above statement of the emotional relationship is 
the notion of emotional support. By the veiy^ process of psychotherapy 
some emotional support is offered to the patient. The therapist listens 
attentively, sensitively, and understandingly. The patient feels understood 
and accepted. Whether or not the therapist actively reassures the patient 
or explicitly encourages him, the feeling of support is likely to be there. 
Beyond this, there is a strong tendency for patients to develop some emo- 
tional dependence upon the therapist and the therapeutic situation. In 
coming for regular therapeutic sessions, with the hope and expectation 
that he will be helped, and in being accepted but also being guided in some 
way, the patient becomes dependent and more or less actively seeks the 
support being offered. This attitudinal sec may indeed, if it is properly 
handled by the therapist, be most important as a crucial condition for 
learning by the patient. 

Another commonality that has received little attention in the literature 
on therapy is that of identification. There is some evidence to show that 
the patient learns to identify with the therapist. He not only interiorizes 
some of the personalit)’ characteristics of the therapist on an unconscious 
basis iprimary identification), but he may and usually does inreriorize 
some characteristics and become consciously aware of the changes in 
himself {secondary identification). It is quite likely that all therapies 
involve the latter form of identification particularly. Recent studies of 
changes in the self-percepts of patients in the course of therapy are im- 
plicit statements of this hypothesis when they demonstrate that there is 
a relationship between the direction of change and the particular attributes 
of the therapist. Such types of identification are likely to occur in the 
early stages of therapy and may be as likely to occur in "deep” as in 
more “superficial” therapy. The studies by Schreier** and bv Briskin’® arc 
pertinent examples of this viewpoint. The former type of identification 
may also occur in all therapies, but it is explicitly dealt with and worked 
through only in the more extended, psychoanalytic forms of therapy'. 

All forms of psychotherapy involve and encourage the release of emo- 
tional expression. Some seek a full catharsis and abreaction of early life- 
experiences, whereas others focus nn the current events in the patient’s 

>'Schrcicr, II~ “Tlic significance of iJcntiHcatiun in sliort term therapy,” Unpub- 
lished doctoral djsscrratuin, Unucivity of .Michigan. 1951. 

i3jlnsLiii. G., “Lxploratory study of identification in group therapy.” Unpub- 
lished doctoral disscnation. Umi civty of .Michigan, 1954. 
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life. As noted earlier in this chapter, emotional reliving is part of the very 
process of psychotherapy. Inadequate solutions to conflict situations may 
have involved a confusion of emotional and ideational elements, a distor- 
tion of part of either or both of these elements, and an ablation of some or 
all of these constituent parts of experience. Emotional release may be 
directly helpful and the patient may be able to improve his functioning 
fairly spontaneously on the basis of this discharge, or it may be a pre- 
condition for the examination and reintegration of experience in the thera- 


peutic situation. 

The therapist offers his interpretation of the patient’s difficulties. The 
theory of interpretation and the method of interpretation may vary among 
the several therapeutic approaches, but the act of interpretation is uni- 
versal. This proposition may be questioned by some therapists. For ex- 
ample, proponents of the client-centered approach, a particular school 
that is presented in Chapter Fifteen, may argue that they do not interpret 
the patient’s verbalizations but only reflect the patient s underlying an 
fairly conscious feelings and attitudes. However, analysis wi revea t at 
such reflection inevitably means that the therapist selects what he believes 
is pertinent to the patient’s frame of reference (which a rea y^ invo ves 
some interpretation on the therapist’s part), and that t e t erapist ma es 
this reflection understandable to the patient (which is a direct 
act). One might go so far as to say that for all schools of therapy, aU 
communication by the therapist to the patient, even comnmni a 
a nonverbal level, necessitates some 

patient and therapist. But leaving this point aside (a point ^at is c rta m y 
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Emotional disturbances may be conceived of as behavior in which partial 
responses are substituted for appropriate and integrated responses. They 
may be conceived of as behavior in which some regression has occurred, 
so that the patient utilizes responses from a more immature or earlier 
portion of his life instead of currently appropriate behavior. Thus, if 
psychotherapy is to be effective, it must encourage the groivth and wfe- 
gration of the personality. The methods by means of which such goals 
are sought vary considerably, but the objective is similar for all schools. 
A more mature personality is a more effective personality precisely be- 
cause it is more integrated and can respond with all the relevant nuances 
and the appropriate degrees of spontaneity. 

UNIQUE FEATURES OF SOME In this section we shall 

PSYCHOTHERAPEUTIC APPROACHES present briefly some of the 

special features of a few 
therapeutic methods. We shall not attempt to be exhaustive nor to isolate 
the special features of each therapeutic method. Rather, we shall empha- 
size some of the variations that do occur and leave the integrated account 
of these special characteristics for the next chapter, in which various 
schools of therapy are surv’eyed. Our discussion will begin with problems 
regarding beginning therapy and move through the special characteristics 
of the middle and final phases of therapy. 

Some approaches to therapy involve a special intake procedure. Intake 
practice is likely to be more common in out-patient clinics and child- 
guidance agencies. This practice involves a process in which a case history 
is obtained, usually by a social worker, a psychiatric interview (or a 
series of inteniews) is conducted, usually by a psychiatrisr, and a battery 
of psychological tests is given, usually by a clinical psychologist. Even 
where intake procedure is nofc'in use a “trial analysis” or a psychiatric evalu- 
ation is common in some therapeutic approaches. 

The utilization of a battery of psychological tests has become a fairly 
common procedure both in private practice and, especially, in hospitals 
and clinics. Tl-icrc arc many arguments for the utilization of such tests, 
which have to do chiefly with obtaining a more comprehensive and ade- 
quate personality’ evaluation before therapy is begun, but there arc also 
many problems presented by the use of such tests. Rogers*^ is one of tltosc 
who look with disfavor on the use of ttats in this manner, believing that 
this interferes uith the therapeutic process. In particular, he believes that 
it causes the patient to shift responsibility to the therapist as an authority 

13 Rogcts,C R.. Clicm-Ccmcred Therapy. Houghton Mifflm, WSl. 
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figure who will supply the answers and thus decreases the patient’s tend- 
ency to share more completely in the therapeutic work. It may be that it 
is not the use of tests per se that produces such a shift in the patient’s 
orientation but the context within which they are introduced to the patient 
and the manner and way in which they are thought of and used. 

The use o( direct qtiestionsln therapeutic interviews, to obtain informa- 
tion or to prompt the patient to discuss certain areas of his life, especially 
after therapy has begun, is a feature that is unique to some schools. This is 
in contrast to the passive attitude of the classic psychoanalysts and to the 
“reflective” orientation of client-centered therapy, by way of example. 

Some therapists go much further than this, and actively intervene in t e 
patient’s life, or offer direct sttggestions, or suggest that certain tasks be 
undertaken. Ever>' therapist may do some of these things on occasion, 
of course, often without attempting to justify them in terms o is own 
theoretical orientation, but some do this as a matter of routine practice 
Herzberg^* discusses this problem and offers some cHnica evi ence 
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17 Karpman, B.. ^ i 
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fall short of direct interpretations and arc more than simple “reflecaons.” 
One special technique that may be included within this last category is 
that of labelling, or defining for the patient more precisely just what he 
is doing (of which he may not be fully conscious). Dollard and others^® 
discuss this approach, which they conceive of as within the psychoanalytic 
approach, in their recent volume. 

Suggestion in any of its various forms may be an important part of some 
particular therapeutic approaches, whereas it is avoided as much as pos- 
sible in some others. Suggestion may rake direct or subtle forms, or it 
may be utilized with the help of hypnosis or some drug, such as sodium 
pentothal, which induces a narcoleptic condition. When the latter type 
of aid is used in uncovering unconscious material and in offering sugges- 
tions during the “sleep state” or after this state is over, it is usually called 
narcosynthesis. The use of hypnosis was frowned upon by medicine in 
general and psychoanalysis in particular for many years, but more recently 
it has been employed again in special cases or in special circumstances by 
quite a few psychoanalysts. 

Methods of terminating therapy appear to vary markedly among the 
several schools. Those who follow the Rankian approach place great 
emphasis upon the way in which ending phases of psychotherapy are 
worked through. Indeed, some Rankians take the position, in method- 
ology as well as in theory, that this is a central problem of all therapy. 
Their theory posits the central importance of separation phenomena in 
life, starting with the birth process in which the baby is separated from 
his mother, through the weaning process, until final adult independence 
is achieved by the mature personality. They therefore place this phenom- 
enon in a primaiy’ position during therapy and many interpretations are 
directed toward it. Termination problems are seen to develop in the very 
first sessions and to culminate in the final stages of therapy. At the other 
extreme arc those who end therapy in a more or less arbitrary fashion, 
when they believe the patient has achieved all that therapy has to offer. 
In the middle range are those who make no great point about the problems 
of termination and let the patient decide this as part of the course of 
therapy, just as they leave all other decisions primarily to the patient. 

These, then, arc some of the ways in which the several therapeutic ap- 
proaches differ. It will be noticed that tlic several schools cannot be 
grouped adequately or classified properly on the basis of any single 
therapeutic tactic. Rather, they cluster differently on the various factors, 
some schools being quite similar on one variable and yet quite dissimilar 
on another. 

IN Dollard. J., Auld, F., and White, A. .M., 5tcpr in Vsycboibcnpy. N’ew Yorks 
MaenuUan. l9Si. 
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IN-PATIENT AND Psychotherapy may be of- 

OUT-PATIENT TREATMENT fered in any one of a num- 

ber of places. A patient 
may be seen in a hospital, in a community clinic, or in the private office 
of the psychotherapist, for example. Usually, the place where treatment 
takes place is determined more by the condition of the patient than by 
other factors. A severely disturbed individual may be hospitalized and 
offered psychotherapy witltin that setting primarily because it is felt that 
he is unable to adapt to external difficulties in the environmental situation, 
or it may be that he is not so disturbed but is in need of rest and careful 
medical attention. Another individual who is less severely disturbed and 
who can exercise more responsibility or who can manage his affairs wit 
some degree of adequacy may be seen for therapeutic sessions without 


being hospitalized. , , , . , 

Generally speaking, there are two kinds of hospital settings in which 
psychotherapy may be offered. First, there are the state, county, and city 
hospitals for patients with mental “illnesses.” In prior times these were 
known as “insane asylums” and they were characterized by the conditions 
which we have discussed in Chapter Two. Today they are generaUy 
known as 7nental hospitals, they may have neurotic as well as psychotic 
patients, and their over-ail condition is far snpenor to '''^oapitals of 
yesteryear. Their physical facilities are generally 

LwZng is fairly contmon. There is, however, a dea«h of fequatety 
trained personneh It is quite uncommon, on a ™ ^ 

more thL one psychiatrist for 

tion of attendants ,„„,eri„es this is due solely to the 

rather than upon irfons are low in comparison 

fact that the wage levels fo^ ,he community, 

with other Jobs ^ personnel kvels, there are many 

Between these eisonnel-ciinical psychologists, psy- 

ical therapists, '/hospital setting that has become more frequent. 

There IS another tad fh^ P^^^ ^ 
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undertaken. Very of money and energy are devored to 

as well as to treatnien , In such places, the number of patients 
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fall short of direct interpretatioirs aird arc more than simple “reflections.” 
One special technique that may be included within this last category is 
that of labellhig, or defining for the patient more precisely just what he 
is doing (of which he may not be fully conscious). Dollard and others^ 
discuss this approach, which they conceive of as within the psychoanalytic 
approach, in their recent volume. 

Suggestion in any of its various forms may be an important part of some 
particular therapeutic approaches, whereas it is avoided as much as pos- 
sible in some others. Suggestion may take direct or subtle forms, or it 
may be utilized with the help of hypnosis or some drug, such as sodium 
pentothal, which induces a narcoleptic condition. When the latter type 
of aid is used in uncovering unconscious material and in offering sugges- 
tions during the “sleep state” or after this state is over, it is usually called 
nojcosynthesis. The use of hypnosis was frowned upon by medicine in 
general and psychoanalysis in particular for many years, but more recently 
it has been employed again in special cases or in special circumstances by 
quite a few psychoanalysts. 

Methods of terminating therapy appear to vary markedly among the 
several schools. Those who follow the Rankian approach place great 
emphasis upon the way in which ending phases of psychotherapy are 
worked through. Indeed, some Rankians take the position, in method- 
ology as well as in theory, that this is a central problem of all therapy* 
Their theory posits the central importance of separation phenomena in 
life, starting with the binh process in which the baby is separated from 
his mother, through the weaning process, until final adult independence 
is achieved by the mature personality. They therefore place this phenom- 
enon in a primary position during therapy and many interpretations are 
directed toward it. Termination problems arc seen to dev'elop in the v'cry 
first sessions and to culminate in the final stages of therapy. At the other 
extreme are those uho end therapv in a more or less arbitrary fashion, 
when they believe the paricnc has achieved all that therapy has to offer. 
In the middle range are those who make no great point about the problems 
of termination and let the patient decide this as part of the course of 
therapy, just as they leave all other decisions primarily to the patient. 

These, then, arc sonic of the ways in which the several therapeutic ap- 
proaches differ. It wiW be noticed that the scx'eral schools cannot be 
grouped adequately or classified properly on tlic basis of any sioglc 
therapeutic tactic. Rather, they duster diffcrcntlv on the various factors, 
some schools being quite similar on one variable and yet quite dissimilar 
on another. 

l*DolUrd. Jn AuW, F., and \Vhne, A. Sttpt in Psycbotbcrjpy. N'ew VtJrk: 
.Macmillan, i95J. 



PSYCHOTHERAPY FOR ADULTS 35] 


IN-PATIENT AND 
OUT-PATIENT TREATMENT 


Psychotherapy may be of- 
fered in any one of a num- 
ber of places. A patient 
may be seen in a hospital, in a community clinic, or in the private office 
of the psychotherapist, for example. Usually, the place where treatment 
takes place is determined more by the condition of the patient than by 
other factors. A severely disturbed individual may be hospitalized and 
offered psychotherapy witliin that setting primarily because it is felt that 
he is unable to adapt to external difficulties in the environmental situation, 
or it may be that he is not so disturbed but is in need of rest and careful 
medical attention. Another individual who is less severely disturbed an 
who can exercise more responsibility or who can manage his a airs wit 
some degree of adequacy may be seen for therapeutic sessions wit out 
being hospitalized. . . ... 

Generally speaking, there are mo kinds of hospital settings >" ""hic 
psychotherapy may be offered. First, there are the state, county, ty 
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which we have discussed in Chapter Two. Today t ncvchotic 
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personnel, is of a very high level. These hospitals are supported by both 
private means and public funds (generally the former). Examples of out- 
standing centers of this type are the Alenninger Foundation (at Topeka, 
Kansas), Austen Riggs Foundation (at Stockbridge, Alassachusetts), and 
Chestnut Lodge (in Alaryland). 

In both types of hospitals (in the latter cases the centers are often called 
sanatoria rather than hospitals), the program of ward activity, group ther- 
apy, and all the varieties of what we call “program” activity (occupational 
therapy, recreational activity, and the like) as well as physical therapies 
(which are discussed in Chapter Fifteen) are expected to contribute to the 
general welfare of the patient and to his psychiatric recovery. Most 
workers in the field are agreed that these activities are very helpful. How- 
ever, there is as yet little research evidence on the basis of which one can 
e sure how much and what kinds of help are provided by such means. 
Recently, attention has also been focused on the effects of the sociological 
and administrative structure and operation of the hospital upon the re- 
covery of patients.^® ^ ^ 

Oitt~patiem psychotherapy is available in private practice, in mental 
ygiene or mental health clinics, in psychological clinics, in community 
clinics and fami y consultation centers, and the like. It is also often avail- 
able as part of the facilities of a hospital that has out-patient departments. 
In all these types of settings the relationship is entirely or almost entirely 
a single psychotherapist. On the whole, therapy 
. Z*' ^ setting is both more individualized and more intensive 

mm patient t erapy. Often the goals arc more intensive. The patient 
IS much more hkcly to be receiving treatment for a neurosis or some 
rather than for a psychosis. There is un- 
. ^ ^ more psychoanalysis practiced in such settings than in 
hospital settings; this may be partly a function of historical factors as well 
as of the pcisonahty of the individual who is seen in this kind of relation- 
ship. Occasionally, some out-patient clinic or some private psychotlicra- 
m 8™“? therapy program for patients, but this is difficult 

rher3? ‘"ftequent exception. Organized occupational 

out-pSent carl° available to people receiving 

There arc no adequate research data on the relative effectiveness for 

of teatnicnt'''"'' •>'«- m-patient treatment. The choice 

of treatiiicn secnis to rest on fortuitous factors or ou the nature of the 
ps) chiatnc disorder. Quite obviously, a highly disturbed patient may need 
m-paticnt care at least during the period fn which he may t a dTn^r m 
himself and others, hut even such individuals might presuLbly do better 

lll“u iT"’ llospual. N-ew Votki Bme 
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with out-patient treatment if it could be made available when appropriate. 
Unfortunately, we know far too little, in fact almost nothing, about the 
relative merits of the t\vo quite different types of treatment settings. 


GROUP PSYCHOTHERAPY By group therapy is meant 

any organized program of 
psychotherapy in which more than one patient is treated simultaneously 
by one or more psychotherapists. VVe shall not discuss such programs as 
those of Alcoholics Anonymous, valuable as these may be for some con- 
ditions, since a trained psychotherapist is usually not an essential feamre 
of such programs. There are many forms of group psychotherapy, and we 
shall be able to present only samples of several kinds. In some of these types 
of group psychotherapy the therapist tries to behave pteiay muc 
would in individual therapy, e.vcept that he has to deal with several m i- 
viduals at a time. In instances of this kind, no explicit use is ™ 

group as such; such factors as the cohesion of the group, t e y . , 
group interaction, identification among the , other 

experience of the group, and the like are disregarded, f 
instances, explicit use is made of the group processes as part of the thera 
peutic regime. Again, looked at f^om “other dimem.on tome 
iherapy programs are predominantly educmoml in 
therapL gives lectures to the members of the group. In 
emotional experience a„d the therapist, 
there is active interaction between m .heranv anoroaches is in 
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terms of the position of the therap g -s one of the participants and 
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The purposes of group therapy are varied, coo. When these programs 
Were first tried, it was thought that group therapy could produce only 
minimal changes in adjustment, and it was thought of as palliative or 
supplementary to individual therapy. Today there are many who believe 
that the effects of group therapy may be as deep and as significant as those 
of individual therapy. Another purpose was simply to treat large numbers 
of patients economically. Because there were insufficient therapists or 
because the cost of individual therapy was prohibitive, group therapy 
was undertaken. It was also believed that group therapy was applicable to 
certain types of individuals only, such as individuals in need of socializa- 
non experiences or those wlio refused to participate in individual therapy, 
borne group therapists believed that psychopaths were untreatable in 
groups; others felt that psychotics could not be helped significantly in 
group t erapy. There is evidence that all types of individuals can profit 
considerably frorn group therapy if the nature of the group and the com- 
petency o t e tierapisc are appropriate. Some programs are aimed at 
others are aimed at reconstructive therapy. 
Jychorer;"y': “ '''' of groVp 

attempted most extensively with children, before 
eSlefe ^ '4e scale becans; of the 

he nment h s “ "ocent book by Slavson,» 
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that of his co.xvorkcts.a' ' recent books present his xvork and 

S. 1^., T'hc of .«■ "t**. ^ 

% Clones Press. 1947. * " crapy, yiew York: International Uni* 

21 Rcdl, F, anJ Wincman. D.. CkdJr^n ii//... 

Glencoe, 111. The Free Press, 1951 and 1952 and Controls front M'ltkin. 
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In early adulc group therapy, the lecture or pedagogical method was 
widely employed. One migiit question the advisability of calling such 
programs group psychotherapy, since little use was made of the group, 
as such. It might be more accurate to call such procedures “mental hy- 
giene lectures.” This is not meant to discount their value but only to 
describe the process more literally. Klapnian," who summarizes the his- 
tory and methods of this approach, describes the procedure as essentially 
one in which prepared lectures on the problems of emotional adjustment 
are given. In some cases, the therapist also relied on the inspirational 
effects of a lecture given in a large group setting as well as upon the effi- 
cacy of the content of the material. In still others, group suggestion was 


explicitly offered. 

Later on, more dynamic conceptions of group therapy with adults were 
developed, first with neurotic groups and still later with psychotic groups. 
Some of the leaders in such progrants have been Schildcr, Wender, Acker- 
man, and Foulkes. Altiiough such workers differ in their theoretical ap- 
proach and in their techniques, they agree on the importance of the 
emotional relationships of individual group members with each other and 
the therapist, and they interpret the behavior (both words and deeds) of 
the participants in much the same way as they would in individual psycho- 
therapy. Some call their work psychoanalytic group therapy, and at least 
one, Foulkes, emphasizes this aspect of his procedure. ^ ^ 

As might be expected, there are special problems m dynamic group 
psychotherapy in which careful attention is g.ven 
inLduals aVwell as to the group processes. For example, can the theta 
pist be sufficiently sensitive and attentive to the highly 
of so many individuals occurring at about the same nmet To ' ^ 
of the group’s reactions should the therapist reaett How can the therapist 
tolerate^i.’Lassanxietyorho.iii^^ffi^^^^ 

A special form of J jiadfer (studies of the valences benveen 
upon his previous theoretical considerations, he 
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Grunc and Stratton. 19-W. ^ols.). New York- Beacon HouiC. 1946. 

' =a Moreno, J. L, PyschoJrymy 
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tried by this method to develop spontaneous emotional expression by the 
patient as the impromptu psychodrama is unfolded. The dramatic attempt 
to portray one’s role, especially with auxiliary egos and an audience that 
also reacts in various ways, is thought to help the patient in the working 
through of his problems. Moreno’s approach has been criticized on the basis 
of his underlying theory as well as of the effectiveness of his results. 

We should mention some of the recent work on group therapy with 
schizophrenics in which a research interest has been paramount. There 
have been many volumes on group psychotherapy, but only one in 
which a systematic program of research on schizoprenics has been 
reported. This report of Powdermaker and Frank^* contains a discus- 
sion of their therapeutic methods as well as their research design and 
findings. 

A separate line of development, which has become congruent at many 
points with group therapy, has been that of group dynamics. This 
movement, arising out of the context of social psychology, has been 
concerned primarily with the theory and the research investigation of 
group processes. A recent volume by Cartwright and Zander, sum- 
marizing much of the work of this approach, presents materials on such 
areas of problems as group cohesion, group pressures, structural prop- 
erties of groups, and factors in leadership. 

Although there are many unanswered questions about group psycho- 
therapy, such as the optimal composition of groups, the optimal meth- 
ods, and the evaluation of results, we know that this very promising 
approach has yielded significant help to many individuals and has in- 
creased our general knowledge about psychotherapy and psychopa- 
thology. The most recent emphasis in therapeutic approach and research 
evaluation has been on milieu therapy and sociological contribution of 
the structure and functions of hospital and other institutional settings 
upon psychiatric improvement. In a sense these approaches can be con- 
ceptualized as group psychotherapy in its widest meaning— in the sense 
that the way the social factors in the environment of individuals are 
organized have a contribution to make to the mental health of the mcm- 
bers of diat community. The work of Jones-® and of Stanton and 
Schwarz^^ exemplifies these approaches. 

-* Powdcnmkcp I-. B., and Frank, J. D., Group Vsycbolbcrapy. Cambridge: Har- 
vard Unncnity Press, 1951. ^ 

Zander, A., Group Dynmiict, Research anj. Theory. Evans- 
tun. III.: Row, Peterson, 195J. 

Jones, M.. ft The iherapeutie Qonnnunity. A Method of Trcawtetit 

in Psychiatry. New ^ ork. Basic Books. 195J. 

aTStarntm. A. lU and Schwarz. S., The Mental Hospital. New York: Basic 
BooU 1954. 
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SUGGESTED READINGS 


A siiHpJc introduction to psychoanalydally oriented psychotherapy is. Colb^-, 

K. AI., A Prhfier For Psychotherapists. New York: Ronald, 1951. 

An intensive treatment of basic, technical problems of psychoanalysis is given 
by; Braatoy, T., Fundamentals of Psychoanalytic Technique. New York: 
Wiley, 1954. 

A modified approach to the treatment of schizophrenia is offered by. Fromm- 
Rcichman, F,, Principles of intensive Psychotherapy. Chicago: University of 
Chicago Press, 1950. 

An excellent summary of specific methods of treatment for various specific 
psychiatric conditions is given in: Diethclm, O., Treatment in Psychiatry, 
2nd ed. Springfield, 111.: Charles C. Thomas, 1950. 

A detailed review and integration of the xvholc field is provided in: Wolbcrg, 

L. R., The Technique of Psychotherapy. New York. Grune and Stratton, 1954. 
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"Now THAT WE HA^T somc basic understanding of the general nature 
of psychotherapy we shall look at a few of the systematic approaches or 
“schools” that have developed over the past decades. Obviously, we 
shall not be able to do'any one of these schools full justice— a book 
could and in most cases has been written about each of them. Our 
objective, rather, will be to gain an appreciation of the particular em- 
phasis in theory or technique that has been proposed. \Vc shall 
not present a sv’stcmatic treatment of classical psychoanalysis. There 
are a number of e.\ccUent treatments of this field.* 

CUENT-CENTERED THERAPY This school grew out of 

empirical approaches to 

counseling and psychotherapy. Revisions in somc of its basic tenets 
have resulted primarily from research on the therapeutic process and on 

> Besides Fenichel's cWsic book on psjchoinal^'tic method, the reader may wish to 
refer to the simply presented and »ery readable btxiL by L. S. Kubie: I’rjetiejl JOJ 
Tbeorctieji Aspects of Psyebojrtalysu. N'ew York; Intemau'onal Uniscrsitics Press, 
1950. 



358 



SOME SCHOOLS OF PSYCHOTHERAPY 359 

therapeutic outcomes, which Rogers and his followers have pursued 
assiduously.- 

Although Rogers’ method of psychotherapy is often spoken of as 
eclectic, in that it grew out of many considerations of the nature of human 
personality and did not rest, at first, upon a well defined theoretical sys- 
tem, it leaned heavily upon the conception of therapy that had been pro- 
mulgated by Rank and more explicitly detailed by Allen. The reader will 
undoubtedly note, as we consider Rogers* method, how close it comes in 
one fundamental respect to the approach of Allen’s (discussed in Chapter 
Nine). This central feature is the assumption that the emotionally dis- 
turbed individual, no less than the well adjusted individual, has within 
himself the capacity for growth and psychological development which 
only needs to be “freed” by helping him to reassert his own will or 
self-integrity. Hence, this philosophy of therapy leads to the establishing 
of a therapeutic relationship in which the patient, originally referred to 
by Rogers as the “client,” is encouraged to assume that responsibility, of 
which he is then capable, for the course and outcome of the therapeutic 
program. The therapist avoids taking over any of tliis responsibility from 
the individual; he does not act as an authority figure; he does not ‘ guide 
the individual to accept a solution that he, the therapist, may believe is 
correct; he does not “tell” the patient what to do. The therapist does have 
the responsibility, as a therapist, for clearly “structuring” the therapeutic 
relationship so that the patient is pewrisstvely encouraged to understand 
and express himself and may then be enabled to take positive steps for his 

method appea. ccepdonaU, ^In,p.e. AH th. . 

really required of the therapist is that he does not takeover 

the patient’s life, and that he refuse to permit the 

do so. It is because of this that Rogers originally spoke of “ 

“nondirective." The principle is simple, bu, i« application . ar more iT 
iicult than may at first appear. The therapy is not -PP^/ “ f 

fish." He is supposed to be able to accept the person “ 

The question Sen becomes, “When does 

effect, emotional piUance iad eSn request specific 

over, the individual may help, eSn in a per- 

answers. It is difficult to refrain the^natient’s rSponsibility and 

missive way, without -><7 cC“e the pLon m7y en- 
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short, it is not as easy as it seems for the therapist to retain his own in- 
tegrity, respect the person’s needs, and not become involved in actively 
helping him find the “right answers.” 

The person's need for emotional dependence or his acute anxiety or 
distress may seem to require that the therapist do something for him, re- 
assure him at least, or offer him some “insight” into his difficulty. Accord- 
ing to Rogers, this is not permissible. Yet the problem remains— how will 
the person respond to such a maintenance of “distance” between himself 
and the therapist? Will he not feel rejected? 

There is another difficulty in maintaining this kind of relationship. The 
therapist is not entirely inactive. Part of his job is to respond to the indi- 
vidual with acceptance and understanding. He must help to clarify the 
person’s feelings and his thoughts by reflecting these to the patient at ap- 
propriate points in the interviews. This means that he must be able to adopt 
the person’s “frame of reference” and understand what the person is 
experiencing. Considerable training is required to be able to develop this 
kind of philosophy, since ic diffecs so greatly from our everyday interac- 
tion with people, and to develop this set of skills. 

It is believed by this school that the course of successful therapy is 
predictable. Based upon the e.xpericnce of therapists using this approach 
and upon research on actual case records, using electrical recordings of 
the interviews, Rogers described the “typical steps in client-centered 
therapy” as follows: 

1. The patient comes for help. 

2. The “help set” is defined. During the first or early jnterview(s), the 
therapist structures the relationship and verbally defines it as one in which 
the patient is helped to be free to express himself and assume responsibility 
for change. 

3. The patient is encouraged to express his feelings freely. 

4. The therapist accepts, clarifies, and recognises the patient’s negative 
feelings. 

5. The patient’s positive feelings emerge, faintly at first. 

6. The therapist accepts these expressions of positive feelings. 

7. The patient begins to develop insight. 

8. The patient begins to clarify his decisions. 

9. The patient begins to try out or engage in minute positive actions as 
partial solutions to his problem. 

10. Further insight dcvelojK. 

11. Integrated positit c actions develop. 

12. Tltc patient shows decreasing need for help and finally terminates 
therapy. 

There is Uttlc doubt that the progress of Rogcrian therapy may be de- 
scribed in the above twelve steps for at least some of the patients who 
respond successfully. A number of highly significant research studies 
(sonic of them sununarbed or referred to in the volume by Rogers and 
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Dynion#) show that with patients who have been offered this kind of 
therapeutic help, there are tendencies toward changes in the concept of 
the self, an improvement in emotional adjustment, shifts in insight and in 
personal-social attitudes, more mature behavior. Other studies have shown 
that certain kinds of behavior by the therapist tend to distinguish client- 
centered therapists from others. Still other studies have indicated that the 
patient’s responses in therapy can be classified reliably and can be pre- 
dicted. 


Rogers believes that diagnosis of the client’s emotional disturbance is 
of little or no value in client-centered therapy, and is definitely damaging 
in that it shifts the responsibility from the client or patient to the thera- 
pist. He stresses the “unique” feature of his approach, which focuses at- 
tention on the present interaction between patient and client, disregard- 
ing the past as irrelevant, since whatever is of significance is assumed to 
be operating in the present. He believes that his approach stresses more 
than others the “feeling” aspect of the therapeutic relationship, rather 
than the intellectual aspect. He highlights the therapeutic relationship it- 
self as a growth-inducing experience. He believes it is possible to treat all 
phenomena in therapy in the same general way; thus transference reac- 
tions, dream material, and the like are “handled by re ectmg t e^patient s 
feelings about them, just as all other communications are handled. 

ThL can be little doubt that client-centered therapy has had a grea 
impact upon the whole field of psychological therapy. How “g" dican' ‘ 
is remains to be seen. Rogers himself would be the first “ ad™' 
adequate evaluation of the method has not yet been made. He Pr^de h,m 
If j u • TahUr imnn the creat stimulus value of his work for 

rfhTfie! ■" --y 

stares or implies that the m«hod is very helpful in improving emotional 

adjustment effectiveness of this method, except for cer- 

We can be *eptical problems. The method rests, es- 

tain kinds of cases an anyone can be helped by encouraging 

sentially upon *=^7" gent in accepting responsibility for his own 
him to become ? ,j ,|,fa assumption, which is a tremendous 

emotional change. Even g ^ uchnique that can reason- 

one, as we shall see shot ly, emotiLlIy disturbed patients? For 

ably be expected ™ ^^s „iethod involves the smgle technique of re- 
this IS indeed the , According to present evidence, the 

fleeting the feeling of ^p^ ^ ,,,, n,a,„ 

method seems effect jmdies. Even for such subjects it 

subjects of . YVhy? Can it be that different students with 

is not unifoniily enec • j 


3 Ibid. 
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different kinds of personalities or situational problems require different 
kinds of therapeutic (and other) help? There is little evidence that even 
for college students the change or growth that accompanies client-cen- 
tered therapy is maintained over a long period of time. (Some evidence 
is available, but in the authors’ opinion it does not begin to answer the 
question.) 

There are many other questions about this system of therapy. It is 
supposed to be democratic and permissive. Whether it is, in fact, dem- 
ocratic may have nothing to do with its value as a therapeutic tool. The 
same criticism applies to its characteristic of permissiveness. The more 
appropriate question would appear to be: “When or how are democratic 
and permissive therapeutic methods effective?” And, of course, one may 
wonder whether a method that insists upon permissiveness is in fact per- 
missive, since this structuring refuses to recognize the needs of the patient 
which may, in fact, be opposed to permissiveness. This may be more of a 
violation of the patient’s integrity than at first appears. 

Another question concerns the relative effectiveness for different kinds 
of patients. On this question there is almost no evidence as yet. Will a 
highly and acutely disturbed anxiety neurotic be able to respond to this 
regime? Will such a system be effective with a schizophrenic? Will a 
“warm acceptance” of a male homosexual by a male therapist assist or 
interfere with an effective therapeutic relationship and with the outcome? 
Will the “impulse psychopath” be able to make use of such a relationship? 
It seems inconceivable, on a priori and theoretical grounds, that one cen- 
tral technique will be equally applicable to quite diverse phenomena in 
personality adjustnTcnt. 

Still another question concerns the adequacy of the teclmique at all 
points in the therapeutic relationship. A number of therapists of different 
persuasions have raised this question.^ Most therapists have observed, in 
the past, that one has to adapt one’s therapeutic method^ even within a 
consistent theoretical framework of psychotherapy, to changing cir- 
cumstances with the same patient at different times. To respond sensi- 
tively, differentially, and appropriately in terms of what is happening in 
therapy with a partictiJar patient seems essential if one is to help the pa- 
tient, let alone not lose him in therapy. 

All the above questions need further clinical and research study. Al- 
though no definitive and completely satbfying answer can be given to 
most of tlicm, there is good reason to belic\c that the answers will not al- 
ways be favorable to the client-centered school. 

It should also be made dear that some of the supposedly “unique” fca- 

* See. lor example; W^renn. C G.t ‘X3ient.ccntcrcd counseling,” EJuc. Vsycbol. 

1946 , 6 , 419 - 4 + 4 . 
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tures of this approach to therapy are not unique at all. The use of 
“wamith,” “emotional experiencing,” of “current interaction,” and “per- 
missiveness” is not new. The relative emphasis, however, is undoubtedly 
different in different schools. Exactly how great such differences as well 
as commonalities are, and more importantly how significant they are, re- 
mains to be determined. 


THE PSYCHOTHERAPY OF MEYER Adolf Meyer had a pro- 

found impact upon Ameri- 
can psychiatry and especially upon the practice of psychiatry and psy- 
chotherapy in mental hospitals. In general, his approach to helping patients 
was based upon two considerations: (1) a careful and systematic appraisal 
of the patient’s total personal and social resources; and (2) a careful 
therapeutic plan taking into account not only the possibilities of t^^era- 
peutic interviews but also the possible uses of other personnel (especially 
in the hospital setting), friends and relatives, and environmental changes 
or manipulations. Meyer’s most intensive therapeutic expenences were 
with psychotics and he was well aware of the important implications, 
from the viewpoint of mental health, of the dramatic c ° t e en 
vironmental shift of the patient from a “home” to a ‘‘^lospital 
ment. He was abo eager to encourage research on pyc op o 
therapeutic techniques as well as to integrate 

(neurology, intemai medicine, sociology, psychology, and 'he lAe) m 

make nse of these in terms of understanding the natnte 

cal states and of methods of altering them. He was an , 

all he was an integrator and was extremely antagon.nc to any form of 

‘‘T;t”;ysremofpsycho.hempyh.h^^^^^^^^^^^ 
became convinced that any of the d rpnerions Thus he 

could assume a primacy importance in some 

thought that whereas sexual 

conditions, other drives might aiOT thc^ organized flow of be- 

tions. He coined the term erga g ^ ^j-onomic, symbolic, 

havior in which a specific set o a integrated, living 

and simplifying effect upon t j^e unconscious, thereby 

organism. He often «f=tred t approach by some psycho- 

implying a nonscientific and e^hining all of behavior. He pro- 

analysts to the use of this concep P involve a “distributive 

posed that the method of psy a^st be 
analysis and synthesis, by w ^.^.^plaints and considering all aspects 

carefully appraised, starting ' 
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different kinds of personalities or situational problems require different 
kinds of therapeutic (and other) help? There is little evidence that even 
for college students the change or groA\th that accouipames client-cen- 
tered therapy is maintained over a long period of time. (Some evidence 
is available, but in the authors’ opinion it does not begin to answer the 
question.) 

There are many other questions about this system of therapy. It is 
supposed to be democratic and permissive- Whether it is, in fact, dem- 
ocratic may have nothing to do with its value as a therapeutic tool. The 
same criticism applies to its characteristic of permissiveness. The more 
appropriate question would appear to be: “When or how are democratic 
and permissive therapeutic methods effective?” And, of course, one may 
wonder whether a method that insists upon permissiveness is in fact per- 
missive, since this structuring refuses to recognize the needs of the patient 
which may, in fact, be opposed to permissiveness. This may be more of a 
violation of the patient’s integrity than at first appears. 

Another question concerns the relative effectiveness for different kinds 
of patients. On this question there is almost no evidence as yet. Will a 
highly and acutely disturbed anxiety neurotic be able to respond to this 
regime? Will such a sj’stem be effective with a schizophrenic? Will a 
“n’arm acceptance” of a male homose.xual by a male therapist assist or 
interfere with an effective therapeutic relationship and with the outcome? 
Will the “impulse psychopath” be able to make use of such a relationship? 
It seems inconceivable, on a priori and theoretical grounds, that one cen- 
tral technique will be equally applicable to quite diverse phenomena In 
personality adjustment. 

Still another question concerns the adequacy of the technique at all 
points in the therapeutic relationship. A number of therapists of different 
persuasions have raised this question.* Most therapists have observed, in 
the past, that one has to adapt one’s therapeutic methody even within a 
consbtent theoretical framework of psychotherapy, to changing cir- 
cumstances with the same patient at different times. To respond sensi- 
tively, differentially, and appropriately in terms of what is happening in 
therapy with a particular patient seems essential if one is to help the pa- 
tient, let alone not lose him in thcrapv- 

All the above questions need further clinical and research study. Al- 
though no definitive and completely satisfying answer can be given to 
most of them, there is good reason to bcHcs'c that the answers will not al- 
ways be fa' orable to the clicnt-ccnrcrcd school. 

It should also be made clear that some of the supposedly “unique” fca- 

*Scc, for example; Wrenn, C. G., ‘■diem-centcred coumcljng," EJuc. Psycboi- 
Mcisureinent, J946. 6, 4)9-444. 
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tures of this approach to therapy are not unique at all. The use of 
“wamith,” “emotional experiencing,” of “current interaction,” and “per- 
missiveness” is not new. The relative emphasis, however, is undoubtedly 
different in different schools. Exactly how great such differences as well 
as commonalities are, and more imporrantly how significant they are, re- 
mains to be determined. 


THE PSYCHOTHERAPY OF MEYER Adolf Meyer had a pro- 

found impact upon Ameri- 
can psychiatry and especially upon the practice of psychiatry and psy- 
chotherapy in mental hospitals. In general, his approach to helping patients 
was based upon two considerations: (1) a careful and systematic appraisa 
of the patient’s total personal and social resources; ari ( ) a care u 
therapeutic plan taking into account not only the possibi ities o t era 
peutic interviews but also the possible uses of other personne ^ 
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from ?he viewpoint of mental health, of the f Xol 

vironmental shift of the patient from a tome to ^ 

ment. He was also eager “ ^“riMeg““'the findings of various fields 
therapeutic techniques as well “ * psychology, and the like) and to 
(neurology, internal nature of psychopathologi- 

make use of these in terms of un d g 

cal states and of methods antagonistic to any form of 

all he was an integrator and was extren y 6 

dogmatism. h„,heniDV has been called psychobiology. He 

Meyer’s system drive states in the human organism 

became convinced that any »f Jw dri 

could assume a primacy i micht be of crucial importance in some 

thought that whereas sexua central position in other condi- 

conditions, other drives mig „ signify the organized flow of be- 

tions. He coined the term e g ^ particular economic, symbolic, 

havior in which a specific sc behavior of the integrated, living 

and simplifying effect “P™ “cesspool” of the unconscious, thereby 

organism. He often , oveisimplified approach by some psyc o- 

implying a ncnscientific “J'TLplaining all of behavior. He pro- 
anriysts to the use f ^rh^V should involve a ’’distrAutive 
posed that the method P p^rimr should first be 

analysis and rbL xvith his complaints and considering all aspec 

carefully appraisvd.sfi“«'"S 



354 SOME SCHOOIS OF PSYCHOTHERAPY 

of his physical and social life as they were deemed pertinent, and then 
proceeding with a treatment plan in which, through interviews and in- 
direct methods, the therapist (to him the physician) actively helped the 
patient to develop a wholesome integration of functions (through con- 
scious discussions with the patient of how to utilize his assets, in the light 
of his limitations, in a more effective manner). 

In the distributive analysis,® the therapist takes a careful anamnesis 
(history), obtains evidence about the patient’s physical, mental, and so- 
cial resources and limitations, and, through many interviews, determines 
the relative significance of all the facts jn the particular pathology of the 
particular patient. In the distributive synthesis, the patient is helped in 
various ways to achieve a better integration of total personality function- 
ing, by discussion, catharsis, re-educarion, free association, environmental 
conditioning, and the like. The therapist feels quite free to vary his 
methods to suit the particular patient, sometimes being more passive, 
after the initial period of analysis, and more often being more active and 
directive. With psychotic patients, whose ego functions arc frequently 
profoundly disturbed, the therapist may make all the decisions about 
daily tasks, take major responsibility for direct interpretation, arrange 
environmental situations to maximize the patient’s growth, and so on. 

Meyer believed chat the sine qua non of effective therapy was to increase 
the patient’s spontaneity yhy which was meant the ability to make use of all 
of one’s resources, without undue conflict, in a manner that \vas highly 
adaptable to the patient’s specific physical and mental resources and to 
varying situations confronting him. 

In the hospital setting, Meyer encouraged the use of all the staff in the 
total therapeutic effort for the patient. His work was a forerunner of 
modem methods of “team approach” in the therapeutic plan for the 
patient. Occupational, recreational, and physical therapy, along with many 
other forms of special therapy, were employed to help the patient “move” 
in therapy. He changed the nature of ward life from that of an “incuba- 
tion cell” to one of a social unit in which many activities were encouraged, 
all based on careful planning, “bv prescription.” 

It is belie\cd by many psychiatrists, psychoanalysts, and psychologists 
that such 3 program is especially suited for helping psychotics in hospital 
settings, although there remains the huge task of evaluating on the basis 
of controlled research studies just how important each of the elements 
and the total plan arc in terms of the type of improvement that may de- 
velop. Although Meyer was verj' critical of some of the concepts of the 
psychoanalysts, he was, at the same time, deeply impressed and used in his 
own work many of the theoretical and technical contributions made by 

sDiethclfn. O, TreJimcnt in I’sycbiairj, 2nd cJ. Springfield, III.: Ourlcs C 
Thonus, iv?0.aup. VI. 
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psychoanalysis, those of Freud in particular. Some of his ideas have in 
urn mflueneed the uork of psychoanalysts and neo-psychoanalysts' in 
«• therapy tvith psychotics, a type of therapy that traditional psycho- 
analysis was unable to utilize effectively with such psychotics. In his 
comprehensive book on treatment, DictheJm shows in bis own approach 
to therapy how he makes use of Freudian and Mcycrian concepts and tech- 
niques m his work with both psychotics and neurotics.® 


NEO-PSYCHOANALYTIC psychotherapy VVe shalJ include in our re- 

view of neo-psychoanalytic 
ps) chotherapy (or “psychoanalysis,” as some prefer to call it) brief men- 
tion of some of the distinguishing features of the work of Adler, Jung, 
Homey, Alexander (w'ho organized the Chicago school), and Sullivan 
and Thompson (Washington school). The contributions of Rank, Klein, 
and Anna Freud were discussed in Chapter Nine. 

Adler Alfred Adler, a disciple of Freud, was one of the first of the 
psydioanalysts to differ significantly from Freud and develop a different 
(modified) personality theory and an even more modified psychothera- 
peutic technique. Beginning in about 191 1 , he proposed the idea that the 
main cause of neurosis (and later, of all emotional disturbances) was the 
individual’s attempt to compensate for inferiorities. First, he believed that 
the root of such deviant behavior patterns lay in some morphological or 
functional inferiority of some organ or organ system. Even a “normal” 
organ could be perceived by the individual as inferior and function in some 
inferior manner. Later, he expanded this idea to include the struggle against 
all inferiorities— physical, psychological, and cuknral. In every person’s 
life there was a struggle against feelings of inferiority, first based upon 
real causes, and then, in the case of the neurotic, upon “false” or imagined 
causes. Thus, even w'hen there was no actual organ inferiority, the young 
infant would inevitably feel inferior in its struggles with the world of 
reality, and in particular with its much stronger parents. For some, special 
circumstances in the life history made the problem of overcoming frustra- 
tions difficult in special ways and hence more hkcly to engender feelings 
of mferiorhy. Thus the girl, and later the woman, because of her position 
in a world in which man was generally more privileged, had to over- 
come cultural factors that tended to create inferiority feelings. A c/iifd 
in competing with favored sibbngs might similarly be at a serious dis- 
advantage and develop an inferiority compl€.\. Many other examples of 
such special circumstances could be cited. . . , 

Adler believed that in the struck to overcome constirutional or socia) 


^Ibid. 
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inferiorities the nature of the character structure became formed. Each 
person sought to develop feelings of power. E!ach person developed, in the 
process, an unconscious life goal. The style of life was thus correlated with 
the goals and methods of achieving these goals. In the case of the well ad- 
justed person, who has good emotional support from parents and others, 
successful ways are developed for coping with impediments to one’s ad- 
justment and feelings of inferiority are overcome, leading to a healthy 
ego and feelings of adequacy. In the case of the poorly adjusted person, the 
ego is unable to cope with inferiorities entailed in the struggle for power. 
There is a flight into illness and later the development of compensatory 
techniques for dealing with the enucleated inferiority complex. These 
techniques of compensation (or defenses, in the usual psychoanalytic 
terms), as well as the illness, yielded secondary gains. The person would 
gain attention, have life made easier for him, and develop false notions 
about his own competency. 

Tins very brief account may help the reader to understand the basis 
of the modified techniques developed by Adler and his followers. The 
therapists first task was to evaluate the patient’s style of life and to dis- 
cover those points in the life history at which a turning away from reality 
began. Adlers theory gave the therapist many clues by which he could 
find such points” (i.e., situations) in the patient’s history. It was then 
possi e to iscover what the patient was unconsciously, and perhaps 
conscious y» trying to accomplish by his symptoms, or what specific com- 
pensa ions t ey permitted. The therapeutic task then consisted of re- 

ucating t e patient, by helping him to become aware of his compensa- 
t ry techniques and his false goals (the process of gaining insight)^, and 
y e ping im to learn how to modify his behavior so that he might 
IS in eriority complex and become able to achieve more ap- 
propnate goals in a non-neurotic manner. In this process, the therapist 
would often assume the role of a good parent and help the individual to 
■w" ^ Sometimes the patient would be 

^ y confronted” with the therapist’s understanding 

techniques in order to bring home in an emotional 
net the panicular defensive technique being used by the patient. 

lest more at a conscious 
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analysts arc displaying increasing awareness of the problems (called in 
their terms “ego processes and defenses”) in modem work, especially 
with children and psychotics. 

Jung Another “Freudian” who broke away from the traditional posi- 
tion and established a separate school was Jung. His deviations probably 
began before Adler’s, but his real break with Freud did not come until 
about 1912, one year later than that of Adler. 

It is difficult in a short space to present an adequate summary of the 
position of Jung. Not only did his position change markedly as he grew 
older, but his system is higlily complex and abstract (and some say mysti- 
cal) and much of what he proposed has been incorporated and rein- 
corporated in various analytic schools so that one cannot be entirely sure 
where Jung’s contributions end and others begin. 

In some fundamental ways, at least in theory if not in method, Jung 
agreed with Freud. He accepted the basic Freudian aspects of the to- 
pography of the mind; in fact he gave, perhaps, more importance to the 
unconscious mind tlian did Freud. He did not repudiate the importance of 
sexual strivings, as some would have us believe, but he subsumed this set 
of drives under a more global hierarchy-the search for a life plan (con- 
sistent with the so-called "collective unconscious ). 

Jung, unlike Freud, had extensive experience with psychotira. Al- 
though this may not have been the decisive factor in the schism that de- 
veloped, the relative inapplicabiUty of the classical Freudian method to 
therapy with psychotics did contribute to this change m 

One of the ^imary tenets of the Jungian theory ts *at of th 
imcomciom, L the “primordial unconscious as it is “f™ 
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Jung believed that an essential part of therapy was to “unite” the in- 
dividual with his collective unconscious. By this he meant that the task 
was to make the individual much more fully aware of the “real he,” the 
collective unconscious, and thus free him to be more fully himself in the 
future. This was done by a process of intensive and probing associations, 
both by the patient and the analyst. Here we get a glimpse of an emphasis 
on the importance of the interaction between patient and therapist which 
was further developed by Rank and made more explicit and divorced of 
mysticism by the followers of Sullivan. In Jung's method, the therapist 
tended to impose his own associatioivs from his own unconscious upon the 
patient. 

Other aspects of the Jungian system involved a different conception of 
the ego, and a different conception of therapeutic method and goals. The 
first of these, the concept of the ego, was that the individual, in his own 
life experience, tended to identify with and take over many of the at- 
tributes of the persons who were important in his life historx'. Jung em- 
phasized the imponance of neurotic mothers, and also fathers, in produc- 
ing neurotic egos in their children. In defending himself against these 
conflicts, the patient developed a persona, or mask, which was not the real 
self, but only the outer self, the part that faced the world and concealed 
the inner man.’ Thus a person might repress his hostile strivings and re- 
act to the world with passivity and friendliness (through reaction forma- 
tion, as we would understand it). This persona was a “shell” but was so 
firmly attached to the ego that great therapeutic efforts were required to 
penetrate it. Jung also bcliexed that an individual's mentation is composed 
of four main elements: thinking, feeling, sensation, and intuition. At any 
gi\cn moment, one of these might assume primacy in a neurotic solution, 
and the job was to analvze this “pathological” phenomenon and rc- 
way the ego could function more harmoniously. 
The major shifts in therapeutic method, in addition to the use of the 
therapist’s own free ;^ociations that were “shared” with the patient, in- 
c u c active synthesis of a life plan for the patient by the therapist, and 
the uncovering of the “collective unconscious" in the patient. The fonner 
meant that in addition to the “psychoanalytic analysis” advocated by 
reu , Jung took an active hand in helping the patient to plan for the 
funirc, putting together (“the synthesis") the wisdom of the ages (from 
the indivjduars collective unconscious) with the personal material sained 
from the analysis by a rcductivc-analytic process. This method goes far 
beyond other modern-day methods of ego education, and giv cs the them- 
pist a role akin to “God” (in the opinion of the w riters), in the guise of 
helping him understand the Imimn heritage, and “prescribing” a future. 
The other asjwct, the analysis of the collective unconscious, involved an 
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intensive associational procedure in which niysric and archaic thinking 
were often interwoven. Many therapists have noted that not only psy- 
chotics but even neurotics became confused and more highly disturbed as 
the result of suclt a procedure. 

Homey Within the past twenty years a number of psychoanalysts 
have contributed to theory and method and in the process hav'e con- 
structed other neo-psychoanalytic schools. At this point we shall be con- 
cerned with Horney’s contributions, and then we shall discuss briefly the 
Chicago school and the Washington school. These do not exhaust the list 
of neo-psychoanalysts, but are representative of the main changes within 


recent years. 

Hornev presented a very readable account of her theory and o ler 
method in one of her early books.’ Although she has elaborated her mam 
thesis and contributed other ideas, this volume is fairly representative ot 
her work. She believed chat, as part of his interactions with his culture, 
the individual might develop a number of neurotic mechanisms. Among 
these was the need for love and its neurotic maldevelopment, which she 
saw as particularly difflculc to gratify in modern times m many societies. 
This need was not the same as sexual need, however, according to Horn y. 
Similarly, other types of neurotic needs could become 
basis oi specific eVkurd ccMtiom. Thus Horney placed ■” 
of her thinking „ct a biological conception of the 

but a conception. She tried to ex|^am " V = 

developed and how, usually, the individual has several 
conflict with one another. Thus there .s an 'if 

of secondary defenses and secondary gams The Pf f ° » 

u U y A fo helD the individual become aware ot ms many 

Homey beheved, was to "=‘P „ „ell as the inefficient 

defense mechanisms and the ma q ^ There was little point, in 

ways, in which dieywerenieetingh.rea.^^^^^^^^^^^^ 

such a conception, to . ,P „„cnt ways of ncuroticallv de- 

emphasis was placed “P°" " P^^^ conflicts and secondary conflicts, 
fending hliiiself „«,r<w/e treads and then, by the tliera- 

Analysis helped to reveal d 

pcutic process, resolved or d^ criticized Homey s thera- 

the analysis '““'f „ shallosv,” or as being “too traumatic,” since 

pcutic methods as being been prepared 

the patient was historical analysis, based on his own life 

to accept such revelations Dy an 

history, of how H^mey ciintributed many ideas. Among these 

On the theoretical . ^ ,he basic neurotic trends: neurotic 
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affection, neurotic submission, neurotic struggle for power, and neurotic 
withdrawal. She proposed a new character cj’polog}’ and made a careful 
analysis of feminine problems in adjustment. She was highly optimistic 
concerning the possibilities of treating neurotics individually, and of re- 
ducing the causes of neurosis in socie^% since she conceived of man as be- 
ing essentially good, and of cultural factors as being the cause of excessive 
anxiet)' and neurotic development. 

’ The Chicago school The followers of the Chicago school, among 
whom Alexander is perhaps most prominent, have developed new and, 
they believe, more effective methods of ps\*choanaIvtic therapy. In a book 
that summarizes most of their proposals and offers a number of case illus- 
trations of their methods,* Alexander and French stress a number of basic 
points, which we shall attempt to summarize. 

The first of these points is the value of flexibility' in therapeutic pro- 
cedure. For some individuals the nature of the neurotic pattern is deeply 
ingrained, whereas for others recent events have been the main contribu- 
tory' factor. Hence, the therapist must make a careful, psychodynamic 
evaluation of the patient’s problems and formulate appropriate therapeu- 
tic goals and strategies. For some patients the classical method of five or 
six sessions per week, using a couch, may be required; for others, u’cekly 
sessions with or without a couch may be indicated. The therapist decides 
upon frequency of sessions in the light of the psychopaiholog)', the 
patients tolerance for anxiety, and other such factors. TTiese are only a few 
of the flexibilities that may be utilized. It is pointed out that such flexible 
and shorter methods of coping xnith neurotic syndromes are particularly 
effective with many psychosomatic conditions. 

In this conception of psychoanalytic therapy, the therapist is also much 
more active. Not only will he interpret more freely and earlier in therapy, 
but he may adopt a particular “role” to encourage the more effective work- 
ing through of a particular problem. For example, if a patient needs to have 
some experience to bobcer hb feelings of security’, or even of authority’, 
and if it b believed that thb behavioral trend docs not have to be analv’zed 
in a particular case, the therapbr will assume the role of co-cquality' or 
even of a submissive person, to enable the patient to feel comfortable and 
unchallenged in hb own authoritative role. 

For similar reasons a female rather than a male thcrapbt mav be thought 
preferable in a gi%'cn case. In some instances, it mav be thought wbe to 
vary the number or frequency’ of scstions to help increase or decrease 
the transference or to help increase or decrease the patient’s anxiety’. It b 
belicxcd, further, that recent developments which have increased our 

•.\lexwider. F, French, T, et PijckoxoJytie Tberjpy. New York: Ronald, 
1 « 6 . 
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knowledge of the nature of the specific dynamics underlying many kinds 
of neurotic and charactcrological conditions make it possible to prescribe 
widely differing therapeutic regimes consistent with such conceptions. 

The Chicago school has been severely criticized in many ways. Some 
analytic critics have even gone so far as to say that what the Chicago 
school advocates is not psychoanalysts at all. Whatever may be the merit 
of the criticisms, the approach did produce a sharp challenge to older 
conceptions of psychoanalytic technique and, above all, it stimulated a 
considerable amount of clinical and some experimental research, espe- 
cially in the psychosomatic area.® 


The Washington school The founder of the Washington school was 
Harry Stack Sullivan, whose general position on personality theory and 
therapeutic technique is presented in a volume published in 1947.*® Thk 
school has attracted the interest of many persons other than therapists, sue 
as social psychologists, sociologists, and anthropologists, and h« encour- 
aged collaborative efforts at the clinical as well as the theoretical levels. 
Many psychoanalysts have been greatly influenced by the work of this 
school and some have become closely connected with it. Among these 
we may mention Clara Thompson, Freda Fromm-Reichmann, and David 

Likrjung, most of these workers were interested in therapeutic work 
with schizophrenics. Like other analysts, they 

choanalytic theory did not offer an adequate has. for * 3““ ^ 
with such patient Theit work with schizophten.c ^ 

tain kinds of neurotics, patticniatly »bsesswe-compuIs.ves b^ed 
Sullivan’s observations and theoretical conceptions, led to what n n 

recognized as the Washington “^P^^^^rively with psychotics 

Sullivan found that it was P^' “J"'; ,^,hoti J I estab- 

and that Freud s conception of t ^ narcissistically fix- 

hsh a relationship (a transfercnc ) the^interactions benveen the 

ated did not hold. Making " he psychotic’s dlstor- 

psychotic and rfe relatiomhip^ Sullivan found it pos- 

tions as meaningful in the t p^^ ^ gradually increasing and 

sible ro reach „f therapy as a mutual undertaking 

effective relationship. He „ observer”; i.e., a real person with 

rlTctaatSo whom tL patient responded in significant ways not 
osee, tor Alcr.naer, F, French, T, Wir. .’n .Ur.’- 


cine. New Yorlr; Rondd, *”*.■ , Hojcm Psychiury. Weshingron, D.C.: W. A. 

10 Sullivan. H. See also the later bool.: Perry, H. S., and 

White Psychiattn: fperVona/ Theory o/ Piycthlry. New lork: Norton, 

Gawel, M. L. (eds.). The me v 


Gawel, 

1953. 
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only because of his pathological identifications and fantasies of the past 
but because of those real qualities that were expressed in the therapist’s 
behavior. He gave the name of paratJxic distortion to this phenomenon, 
distinguishing it from the older conception of “transference” by virtue of 
the fact that it was based in part on internal conflicts within the patient 
and in part on the external realiu* (the therapist, for example) to which 
the patient was unduly sensitive, and also the fact that it occurred in many 
spheres of interpersonal relations, not only in therapy. 

He believed that the patient’s seIf'S\-stem was based on ttvo kinds of 
needs for gratification: the pursuit of securitv' (u hich arose from cultural 
conflicts), and the pursuit of satisfaction (which arose from biological 
needs). Starting in infancy, the ways in which these needs were gratified 
or blocked determined the nature of characterological development. In 
this the significance of “important persons” could not be exaggerated; the 
mother, in the individual’s infancy, was “empathicalK'” reacted to and 
could be highly thwarting to the child’s seatrtty operations. If this kind of 
development occurred, the ind'mdual lost his sense of well-being and 
parts of the traumatic experience were disassociated, and thus could not 
participate in an effective learning process. 

The job of therapy, as Sullivan saw’ it, was to clarify these neurotic 
or ps)*chotic securit)' operations, surting with the ways in which the 
patient interacted with the life-like therapist (with his own unique quali- 
ties) and tracing their origin to the “importanr persons’* and situations In 
which the\' first arose. He saw' aaxicty as both positive and negative: 
positive if experienced in small doses leading to grow th and the building 
of a good self-system; negative if it led to disassociation and the establish- 
ment of a poor self-sj’stem. Therapy became a flexible procedure in w hich 
the patient’s tx'pical interaction with people could be studied and examined 
by both patient and therapist as they occurred in the therapeutic situation. 

Ecleclic psychotherapy U b probably fair to say that most present-day 
thcrapbts arc eclecoc. Although there are many finn adherents of a 
particular school, there arc many more xxho borrow from the theories 
and methods of different schools, Thb may be a healthy sign, since no one 
school has all the truth, and since not cx'crx’ patient b understandable in 
terms of only one school. "ITtcrapbcs, especially more experienced thera- 
pbts, use whatever in thcorx’ or method seems applicable to a gixen case. 
Thb docs not mean that they have no over-all theory of pcrsonalirv or of 
therapy. They may follow a particular sx'sicm in general, but sec the peed 
for integrating the thcoiy and findings of other approaches if they work 
m the realm of the “rcalitx' of the patient” rather than in the realm of 
some “abstract theoretical system.” .Moreover, such healthy cciccticbm 
nukes ptttsiblc the unlbjiion i>f new findings and the cblxiration of new 
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concepts, and does not defensively seek to defend the all-inclusive correct- 
ness of any one system.^* 


SUGGESTED READINGS 


In addition to the references cited in the footnotes the following will be found 
helpful. For an over-all view of psychotherapy; Hinsle, L. E., Concepts and 
Vroblevjs of Psychotijcrapy. New York; Columbia University Press, 1937. 
Three other books giving a comparative analysis of some aspects of the major 
psychotherapeutic systems arc: Alullahy, P*, Oedipus— Myth and Cotnplex. 
New York: Hermitage House, 1948; TTionipson, C., Psychoanalysis: Evolu~ 
tion and Developnient. New York: Hennitage House, 1950; and Wolberg, 
L. R., The Technique of Psychotherapy. New York: Grune and Stratton, 1954. 
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S<Mtcitic <x^ 


We have discussed at length in preceding chapters various psycho- 
therapeutic methods of treating disturbed behavorial reactions. In addi- 
tion to these, various somatic techniques are commonly utilized. These 
include the various shock techniques, psychosurgery, hydrotherapy, 
narcosynthesis, and the use of various drugs. 

THE SHOCK THERAPIES In one form or another 

shock has for a long time 

been thought to be an aid in relieving “mental illness.” The ancients 
attempted to drive out the evil spirits, which w ere thought to be 
the cause of the “illness,” by giving severe fright to the patient. (One 
favorite remedy was to throw the ill person into a pit full of snakes.) 

Modem shock tccluiiqucs arc more refined, and arc ihougiit by many 
to be of value in the treatment of “mental illness.” They arc varied in 
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regard to the specific technical details of treatment as utilized by various 
psychiatrists, but may be grouped into three distinct areas: insulin shock, 
mctrazol shock, and electric shock. 

One of the first reported utilizations of shock in the treatment of men- 
tal illness was that of Sake), a Viennese psychiatrist, in 1933. It was re- 
ported by him in American literature in 1937.^ Sakel utilized insulin for 
shock treatment of schizophrenic patients. In 1934, Von Medunna^ re- 
ported upon his use of metrazol for the production of shock reactions. 
The first modern applications of electric shock therapy were reported in 
1938 by two Italian psychiatrists, Ccrictri and Bini,^ Thus the whole his- 
tory of the modem shock techniques for the treatment of disturbed be- 
havioral reactions is relatively brief and covers only a span of a out 


thirty years. . i r u ir 

Several types of changes occur within the brain as a resu t o s oc . 
Bowman and his co-workers* found that during insulin shock the 
of glucose in the blood dropped off sharply, and that t e tain ' 
consume as much oxygen. This last finding has been . ^ 

research studies, and the general conclusion appears to e a yg 

supply to the brain is reduced by shock, with a resulting 
metabolic processes of the brain. This is true or insulin, 
electric types of shock. How this affects the amehorization of a behav.oral 

disorder is not understood. , __ . ... -re not 

The neuropathological results of shock treatme ...... j^sult- 

definitely known. The question has arisen as to t ® P ^ utilized, 
ing brain damage, particularly the polibility of such 

Several attempts have been made to in g cifficicntlv conclu- 

changes, but the results of such studies ave no j^s concluded 

five to warrant generalizations ftom the urili- 

that there arc no significant pathologiral whangs of the 

zations of electric shock therapy. Following an exte 
experimental literature, Alexander® summanz 


1. Brain damage in electroshock is not inevitable. 
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We ha\x discx'ssed at length in preceding chapters various psj’cho- 
thcrapcucic methods of treating dbturbed behavorial reactions. In addi- 
tion to these, various somatic techniques arc commonly utilized. These 
include the various shock techniques, ps)’chosurgcry, hydrotherapy, 
narcosynthesis, and the use of various drugs. 

THE SHOCK THERAPIES In one form or another 

shock has for a long time 

been thought to be an aid in relieving “mental illness.” The ancients 
attempted to drive out the evil spirits, which were thought to be 
the cause of the “illness,” by giving severe fright to the patient. (One 
favorite remedy was to throw' the ill person into a pit full of snakes.) 

Modem shock techniques arc more refined, and arc thought by many 
to be of value in the treatment of “mental illness.” They arc varied in 
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regard to the specific technical details of treatment as utilized by various 
psychiatrists, but may be grouped into three distinct areas: insulin shock, 
mctrazol shock, and electric shock. 

One of the first reported utilizations of shock in the treatment of men- 
tal illness was that of Sakel, a Viennese psychiatrist, in 1935. It was re- 
ported by him in American literature in 1937.^ Sakel utilized insulin for 
shock treatment of schizophrenic patients. In 1934, Von Medunna^ re- 
ported upon his use of mctrazol for the production of shock reactions. 
The first modem applications of electric shock therapy were reported in 
1938 by two Italian psychiatrists, Cerleiti and Bini.^ Thus the whole his- 
tory of the modem shock techniques for the treatment of disturbed be- 
havioral reactions is relatively brief and covers only a span of about 
thirty years. 

Several types of changes occur within the brain as a result of shock. 
Bowman and hJs co-workers* found that during insulin shock the amount 
of glucose in the blood dropped off sharply, and that the brain did not 
consume as much oxygen. This last finding has been confirmed by other 
research studies, and the general conclusion appears to be that the oxygen 
supply to the brain is reduced by shock, with a resulting decrease in the 
metabolic processes of the brain. This is true for insulin, metrazol and 
electric types of shock. How this affects the ameliorization of a behavioral 

disorder is not understood. . , . 

The neuropathological results of shock treatment m the brain are not 
definitely known. tL question has arisen as to the possibilities of result- 
ing brain damage, particularly when electroshock techniques are utilised 
Several attempt l^ve been made to investigate the poslbihty of such 
changes, bur tL results of such studies have not been conclu- 

• ® .,fl,-,ii7urions Alexander and Lowenbach concluded 

sive to warrant gc n-tholoeical changes occurring from the utili- 

that there are no sigm Following an extensive review of the 

zations of electric shock tnerapy & 

experimental literature, Alexande summar 

1. Brain damage in eleetroshock is not inevitable. 
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2. Brain damage cannot be regarded therefore as a part of the mechanism 
by w hich therapeutic eJectro^ock accomplishes its results. 

3. Brain damage constitutes an undesirable complication due to profound 
respiratory and circulatorj' disturbances that may result from electroshock 
therapy. . . . Within reasonable limitations these complications are avoid- 
able by safeguards based on an understanding of the physiology of the 
procedure. 

4. The results of electroshock muse be due to factors ocher than brain 
damage. 

5- TTie role of possible reversible brain changes Is not yet adequately 
understood, particularly n hen electroshock techniques are utilized. 

Since the use of the metrazol shock technique has largely been discon- 
tinued during recent years-due to the dilficultj' of controlling the shock 
reaction in the patient— it will not be discussed in the follow ing sections. 

Insulin shock This t\’pe of shock is produced bv an intravenous or a 
deep muscular injection of insulin. The presence of the abnormal amount 
of insulin produces hypoglycemh (lowered blood sugar level), which re- 
sults in vast change in the entire physiological reactions of the organism. 
The central nen-ous sj’stem reacts most strongly to such a condition. Es- 
scniially glucose is the primaty mcubolic fuel of the central nervous sys- 
tem. In hypoglycemia, there is a profound metabolic depression which 
chiefly affects the brain. 

The brain itself is affected differentially by the hypoglycemic reaction 
following the injection of insulin. Those parts of the brain with the highest 
metabolic rates suffer first. The “newer” parts of the brain— such as the 
cortex— are the first involved, and the “older” part— the medulla— is last 
involved. There b thus a progressive breakdown in the integrative func- 
tioning of the brain, and a possible re-integration of functioning when the 
hypoglycemic reaction is relieved. 

Usually, insulin treatment is continued for a period of approximately 
one month. This of course varies with the technique utilized and the con- 
dition of the particular patient. 

Follow'ing the injection of insulin the individual shows the character- 
istic sxmptoms of hypoglycemia. These usually include weakness, hun- 
ger, marked perspiration, and an increasing tendency' to sleep and “doze 
off.” There may be periods of intense excitement. Finally, unconsciousness 
results, and there is little response to any external stimulation. The shock 
state then occurs. There arc spasms of the entire body, with severe con- 
tractions of the limbs and xarious muscles. This subsides in a short period 
of time, and finally the patient passes into a deep coma. He is allowed to 
remain in this coma for a length of time determined by his unique needs. 
The termination of tiic treatment is usually achicxed by an iniraxcnous 
injection of glucose, which usually brings about an immediate awakening. 
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Often the period immcdiatelv* following arousal from the coma is char- 
acterized by regressive forms of behavior upon the part of the patient. 
Speech is infantile— often resembling “baby talk." There may be thumb- 
sucking, confusion in regard to surroundings, and failure to recognize 
familiarly known people. Memory disturbances arc common, and material 
learned immediately prior to the shock tends to be forgotten. These 
memor)' disturbances, however, do not persist. 

The insulin shock may result in a cliange in the emotional reactions 
of the patient and the symptoms that he shows. These changes, 1 t e 
treatment is effective, are progressive as the treatment continues. 

Studies have been made of the results of insulin shock therapy, a mow 
ski and Hoclri summarize a study made in the Department 0 1 enta 
Hygiene of New York. They studied schizophrenics who had been hos- 
pitalized for six months or less. It was found that three times more re 
missions occurred in treated patients than did in those 
treatment. Paster and Holtzman” studied the effect of msu i . 
on schizophrenic veterans. They reported finding that 24/^ 0 t ^ P , 
achieved full remission, 53% achieved social recovery, an " j j 
unimproved. Bond and Rivers® made a j found 

untreated patients at the Pennsylvania Hospita . Philadelphia and found 

that with Llin treatment 

mJ. It was found that Ire than twice as many ^ 

received insulin treatment maintained their improve 
There is need for research that: 

(■) Studies the rel.ttive effectiveness of insulin as opposed to the venous 

Other therapeutic methods. , oarients to determine the extent of 

(2) Followa up an adequate number of panents 

time the possible improvement lasB. ^ statistics are reflectmg mote 

(3) Determines whether or nM t increased amount 

than the possible efficiency o i , need to be evaluated.) 

of personal attention, suppqttjv JJf shock in making the patient 

(4) Detennines the possioie 

mote receptive to psychot ierap> , , ■ t i ’n the treat- 

_ to be that insulin shock is of value in the treat 
The consensus appears . , ,e jj not to be used for all cases, 

ment of certain behavioral disotdcis. 

, „nelt P H, Sliori Ttvaniiemr, New lotk: Gnine and 
Avsiki L. B., and Hocii. r. r •. . . . 

^ete^at^s treated with insulin 
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but only those that are selected after careful study. Severe anxiety neuroses 
have responded well to insulin treatment, and it was used rather exten- 
sively during World War II to treat anxiety reactions developed during 
combat. Patients suffering from paranoid schizophrenia also tend to react 
positively, but individuals suffering from catatonic and hebephrenic forms 
of schizophrenic reactions do not respond so readily. Depressed individu- 
als tend to respond more readily. 

Convulsive and sub>eonvuIsive electric shock Electric shock therapy 
produces a severe convulsive seizure in the person. This is achieved by pass- 
ing a charge of electricity through the brain. The voltage of the charge, 
together with the length of time that it is applied and other of its 
properties, varies both with the specific variation of the technique utilized 
and the characteristics of the patient. The current is applied through two 
electrodes applied to the outside of the head. In more recent techniques, 
the current is applied directly to the brain itself. 

When the current b first applied, unconsciousness results. There is 
then a rigidity of the body, with all muscles becoming tensed. This is 
followed by the convulsion, which is usually severe. The patient thrashes 
around, and the convulsion approximates closely that of the epileptic who 
suffers from grand mal attacks. There is then a relaxation and a period of 
coma. The patient finally regains consciousness spontaneously. The period 
immediately following the coma is often characterized by confusion and 
memory disturbances, and the regressive reactions noted in the case of 
the insulin shock may also occur in electric shock therapy. An example 
of the regressive process follows: 

One patient who was given shock therapy showed clearly this regressive 
reaction. As a child he had spoken Spanish, but had apparently lost his ability 
to speak the language as an adult. Immediately following recovery from the 
coma following electric shock he would converse in Spanish. The attendant 
nurse was addressed as “mother,” and the clinical psychologist as “father.” 

The number of electric shock treatments given to a particular patient 
varies. They are usually given two or three rimes a week. The total number 
of shocks administered depends, of course, upon the condition and im- 
provement of the patient, and is individually determined. Often patients 
are placed upon a “maintenance” schedule of shock. This type of thera- 
peutic treatment is designed to enable the patient to make a better ad- 
justment to the hospital program, and to permit the various ancillary 
therapies to be offered to him. 

Electric shock treatments have been found to be most effective when 
the patient is suffering from disturbances involving severe mood reactions, 
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such as depression or mania. Impastato and Almonsi“^ studied about 2,000 
patients who had received electric shock treatment and reported remis- 
sions in 57% of the cases. Success has been reported in cases suffering 
from involutional melancholia, which is an emotional reaction character- 
ized by severe depression. 

Alexander” has accumulated data relative to the results of convulsive 
shock therapy. These arc summarized in Table 5. 

TABLE 5. Results of convulsive shock therapy 


PATIENTS 


DIAGNOSIS 


CLINICALLY IMPROVED 


2,165 

393 

1,136 

788 

7.357 

1,912 

293 

37 

14,081 TOTAL 


Alanlc-dcprcssivc— ilcprcssiv e 
.Manic-depressh c— manic 
Involutional melancholia 
Involutional psychosis 
(paranoia) 

Schizophrenia 
Other psychoses 
Psyclioncuroscs 
Manic-depressive-mixed 


83.9% 

74jS 

82.2 

76.3 

49.1 

71.3 

61.4 

78.4 


The reactions to electric shock have been summarized by Ozarin as 
follows: 

Affective psychaics. The remission rates 
from 40 to 100 per cent. One survey based on 2,000 P'' e nro^ 

«nt remission rL. The duration of the depression 

nosis and patients who have longstanding depressions y P ,pjjg 

to treatment. Patients may show improvement about 

total number of treatments depends on the response ^heraov is not 

10. The production of a confused state by electric shock therapy 
necessary for a favorable result. favorable results 

Patients with involutional depressions show t e during treat- 

These patients show earlier and more wvere con response with a 

tnent. Paranoid involutional patients show a ^ ,„i„rional depressed pa- 
remission rate approximately half of that of the m 

tients despite more intensive treatment. electric shock therapy. 

Senile and pre-senile depressions also respon extent that the pa- 

Patients up to the age of 83 have been mo i e changes, 

tient’s symptoms are derived from arten^ e ,p_,.ric shock because a 
Frequently elderly patients are not considered for electn 

^ r electro*nt 
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treated patients,” N.V. Stare Med. Saunders, 1953, p. 

, ''Alexander, L.. Treatment of Mental Disorders. PhUau p 

u, ,,c Administration Technical 
” Ozarin, L. D., “Electric shock Aerapy,” Cetera 
ow/et/n, TB 10-500, 1947, pp. 9-11. 
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diagnosis of organic psjxhosis is made, although electric shock may be useful 
in alleviating the depressive sjTnptoms. 

The manic phase of a manic-depressive psychosis may or may not show 
response to electric shock therapy. At times, a moderately elated state is 
seen in a depressed patient following electric shock therapy but this is often 
due to the post-treatment confusion. Transition from a depression to a manic 
state does not usually occur unless the padent has previously shown such a 
pattern. Electric shock therapy does not prevent episodic recurrences of 
psychosis, nor does it appear to alter the cycles of manic-depressive psychosis. 
2. Schizophrenia. In schizophrenia, remission rates are reported ranging from 
26 per cent in the acute cases to 8 per cent in chronic cases. The factors 
which appear to influence the effect of shock therapy in schizophrenia are: 

a. Duration of illness. The best results are obtained in padents ill less than 
6 months. Favorable response may be andcipated in padents ill for as long 
as t\vo years. Electric shock therapy appears to have little effect upon 
schizophrenic illnesses of more than two years’ duradon. 

b. Affective components. The schizophrenic psychosis with marked af- 
fecri% e components appears to offer the most favorable prognosis in electric 
shock therapy. The termination of catatonic stupors or e\citemcnt states by 
electric shock therapy gives rise to the impression that this form of schizo- 
phrenia responds best. Other workers believe that the paranoid type of 
schizophrenia has the highest remission rate. Hcbcphrenics do not respond 
well. The schizophrenic personality is not altered by electric shock therapy. 

c. Mode of onset. Acuteness of onset especially in relation to definite 
precipitating factors is more favorable chan insidious onset and no observable 
precipitating causes. 

Relapses are more frequent In schizophrenia than in the affective psychoses 
and occur usually 2 to 4 weeks after termination of treatment. Patients who 
relapse after improvement often respond well to another course of treannent. 
3. Other conditions. The use of electric shock therapy in the treatment of 
the psychoncuroses is controversial except in cases of severe neurotic de- 
pressions in w hich the depressive sjmptoms arc mitigated. 

Reports have been made concerning the use of electric shock therapy in 
dementia paralytica (paresis), alcoholism, and other organic illnesses, but 
results arc inconclusive. 

The use of electric shock therapy in epilepsy has been suggested for temii- 
nation of epileptic equivalent states and to produce convulsions under favor- 
able circumstance in order to prevent their haphazard occurrence. 

iMany theories have been advanced in an attempt to explain how shock 
therapy results in changed behavior on the part of the patient. Sakcl, 
originator of one of the shock techniques, thought that honnoncs, pro- 
duced during strong emotional reactions, attacked the brain cells. This 
tissue destruction then blocked the various pathways in the brain which 
had been previously established during the life history of the individual. 
The artificially induced convulsive seizure resulting from the shock ilicn 
relieved these blocked pathways. From the psychological point of view it 
has been hypothesized that the shock is perceived by the individual as a 
punishment through which he atones for hb “sins,” and hb guilt feelings 
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are thus relieved. Again, the shock with the resulting coma and depressed 
physiological functioning might be perceived by the individual as a sym- 
bolical form of death. It has been hypothesized that situations in which 
a patient apparently has to fight for life often prove to be apparently 
beneficial to him (sometimes, of course, only for a temporary period). 
Thb is often the case with depressed patients following suicidal attempts. 
Other theories have been advanced as to why shock therapy apparently 
produces remission in some “mentally ill” persons. However, no theory 
has been validated, and we still arc completely in the dark in regard to 
this. 

The reported statistical data needs to be very cautiously interpreted. 
The factors mentioned in regard to studies of insulin effectiveness also 
apply to electric shock studies. 


Relation of shock to psychotherapy There is at present considerable 
ground for believing that the shock treatment alone Is not the best pos- 
sible procedure to follow in the treatment of behavioral disorders. Rather, 
most “authorities” feel cliac a combination of shock treatment and psycho- 
therapy constitutes tlic best approach if shock treatment is to e use at 
all. ^ . 

Usually, immediately following the deep coma, patients who fo™™/ 
had been completciy inaccessil)Ic are able to interact wit ot er m ivi 
for a brief period at least. This period has been termed the 
Not all patients respond in this manner, but many o. ' “ ° ^ j 

that the psyehotherapist should attempt to enter into a therapeutte 

' TfrSl’tt^y .Hns n«he it pih.e for to he 

Oifeted to the ^ o^ "'i ^f X ^t.^ 

rtr;Tylrortapyi?-chnmrecffcetivet^^ 


PSYCHOSURGERY 


It has long been established 
that certain patterns of bc- 
. I Ur nroccsses. atc functions in part of the frontal 
havior, including the thoug p reactions appear to be related 

lobe areas of the rl,,, rhalainus. The hypothesis was con- 

to the function of anot the mo were destroyed to some 

ceived that if the com ^ severely disturbed 

extent, then new pattern t rvould be “liealthicr” for 

behavioral reactions) ' deliberately destroying brain tissue in the 

the patient. The appr operation the connecting 

frontal lobes was t ' J’ j frontal lobes are cut. Such operations are 
tissues linking tlie thalamus 
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known as “lobotomies.” If portions of the frontal lobes are actually re- 
moved, the operation is technically referred to as a “lobectomy.” There 
are many variations of these basic techniques, such as pre-frontal lo- 
bectomy, pre-frontal lobotomy, pre-frontal leucotomy, trans-orbital Jo- 
botomy, and topectomy. It is not neccssar)'^ to enter into the details of these 
various surgical techniques. In general, they are all designed to interfere 
with the previously established patterns of behavior of the individual 
through the destruction of cortical tissue. 

The first work published on the application of surgical techniques to 
the brain for the relief of “mental illness” was that of Burkhardt in 1890.^^ 
The technique has thus a rather long history. (The ancients probably used 
a less refined technique in which a hole was driven into the skull of the 
“patient.”) Little more was done in the utilization of the technique until 
Moniz** initiated frontal leucotomies with mental patients in 1935. His 
work finally led to the initiation of such surgical techniques by Freeman 
and Watts*® in America in 1936. 

Recently several modifications of the basic process of psychosurgery 
have been applied to various groups of patients. Lindstrom**' reported upon 
the utilization of ultrasonic vibrations to destroy deep white matter. 
Myers*'* has experimented with the effects of injccrions of procaine hydro- 
cWoride solution into each of the frontal lobes. It is claimed that some 
of the results resemble those of the usual lobotomy. 

In general, the psychosurgical techniques are utilized for two purposes 
—to relieve severe and persistent pain, and to relieve severe behavioral 
disorders. 

Psychological effects of psychosurgery Psychosurgery produces marked 
changes in the personality of the individual. Cobb*® reports finding a de- 
crease in intellectual functioning in lobotomized individuals. This was par- 
ticularly true of the capacities for abstract reasoning. This finding has 
been supported by many other investigators. Memory defects often occur, 
with memory span being shortened. Imagination and fantasy capacities 
arc reduced, and the individual has a rather sterile inner life. The learning 
of new tasks becomes more difficult, and associations arc made with more 
difficulty. 

Burkhardt, G.. “Cber Rinde^c^c^sioncn als Bcitrag zur Operativen Thcrapie dcr 
Psychosen,” Allg. Zlschr f. Psyebiat^ 189I,-l7,46J-5-l8. 

Moniz, E., Teiitaiives Operatoires dans le Traites/icnt de Cerlaines Psychoses. 
Paris: Masson, 1936. 

Freeman, W., and Watts, J. W., “Prc-frontal lobotomy in agitated depression,” 
Med. Ann. Dtst. Colwnbia, 1935, IJ, 141-151. 

Lindstrom, P., ‘'Pre-frontal ultrasonic radiation, a substitute for lobotomy,” Arcb. 
Neurol, and Psychiat., 1954, 72, 599-425. 

Mjers, J. M., ct jL “An obscssne-compulsbc reaction treated with prc-frontal 
procaine injection,” /. Am. Me J. Assoc., 1954, 155. 1015-1016. 

l*Cobb, S., Frontiers of Psychiatry. CandiriJgc: Harvard Unuersity Press, 1943. 
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AtAvell*®’ concluded that lobotoniizcd patients showed impairments in 
abstract capacities. He also noted an increase in constriction, persevera- 
tion, and stereotypy, with a decline in capacities for fantasy and creative 
imagination. Hoyt and others^ noted a decrement in intellectual capaci- 
ties. Malnio-‘ found that vocabulary scores declined. Porteus and his 
colleagues^ concluded that lobotoniizcd patients showed significant in- 
tellectual impairments. He found that the higher the original intellectual 
level of the individual, the greater was the tendency toward impairment 
of intellectual functioning. 

The Columbia-Greystonc Associates^ conducted a large-scale research 
project to determine the effect of localized operations upon specific brain 
areas. Their type of operation is known as a topectomy. Mettler^* dis- 
cussed the psychological test changes resulting from brain surgery and 
summarized them as follows: (1) there were no characteristic changes in 
Binet or Wechsler scores; (2) there was a marked decline in Porteus iMaze 
performance following topectomy lobotomy, venous ligation, and trans- 

orbital lobotomy; and (3) these changes appeared to be transient. 

There are frequently changes in emotional reactions. Often, when the 
patient was aggressive or assaultive, before lobotomy, following the opera 
tion he shows a much more cooperative and friendly form o e avior. 
The intensity of emotional reactions is not as great, and he o ten appears 
to be emotionally “flattened.” , 

There is a decease of mental activity and drive for accomplishme , 
and often the postoperative behavior is characterized y “ 
lack of interest in external events. Anxieties m general show a ^^arp drop. 

Generalizations in regard to behavioral changes f 

surgery are difficult to ™ke due to the 

Howler, the major resultant changes that occur with psychosurgery may 

attitudes, a„d functions 

(2) l“=„Tn^p"ranVtr individ^ has difficulty in maintain- 
ing set and in planning effectively. 

„ 1 chances in lobotomy," in Studies in Lobotomy 

1» Atwell, C. R., "Psyehomemcch g^^^^jg^^^^ j,j„ 
(M.Greenblatc,e«a(.,eds.).IXew .o . «,„tenigE„ce of schizophrenic patients 

20 Hoyt. R., Elliott, H. Bui., 1951, 6. 553-557. 

following lobotomy,” D- inteUigence follouing front gyrectomy and 

2iMalmo,R.B.,‘‘Re‘lootio” g„ ^ ^^^j^^ p^,^ Sept.. 1948. 

frontal lobotomy in mental patKmt^ of -Mental changes after bilateral pre-Jontal 

22 Porteus, S. D ’ ^"d Kep , ^9, 3-1IS-. and Porteus. S. D., and Peters, 

lobotomy,” Genet- n ^l^omt.Soc. Psychol., i947, 42, 47}-^ • 

H.N., “Surgery and test valty^^^^^ Sefec/nv Partial Ablation of Frontal Cortei. 

23 Columbia-Greystone 

New York: Hoeber, 1949. 

24 Ibid., Chap. 24. 
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(3) There is no generalized loss of intellectual functioning as measured 
by intelligence tests, 

(4) There is change in attitude toward the self, 

(5) There is less concern for the uncertainties of the future. 

(6) The opinions of others give less concern. 

(7) Anxiety is apparently relieved. 

Freeman and his co-workers^ studied the results of lobofomies on per- 
sons in state hospitals in West Virginia, They compared 228 operated 
patients with 208 whose relatives had refused permission for the operation. 
A year following the operation, 85 of the operated patients were home, 
whereas only 5 of the unoperated patients had been released. They esti- 
mated that from 25 to 40% of the patients who othei^vise would have 
presumably spent the rest of their lives in the hospital were, through the 
lobotomy, able to be discharged. 

Klebanoff and others-* have reviewed the research dealing with the 
effects of brain surgery. They point out that inconsistent and paradoxical 
results are obtained even when identical psychological tests are utilized, 
since: (1) psychosurgery is a broad term involving many different pro- 
cedures; (2) the subjects tested are psychotic or seriously disturbed and 
thus their reliability may be questioned; (3) the conflicting studies may 
not be comparable because different or heterogeneous groups of patients 
arc used; and (4) many of the studies have faulty experimental designs. 
However, these writers do note some trends in the reported studies. In 
those patients whose testing performance prior to surgery was not mark- 
edly disturbed, there is indication of impairment in intelligence, abstract 
thinking, memory, learning, and sustained attention. Personality changes 
occur, with these patients being more apatheric, less complex, more con- 
stricted, less depressive, and less introspccrively concerned. 

Behavioral reactions to psychosorgery Freeman and Watts,-^ in 1942, 
published a study on 80 lobotomized patients. From their follow-up of 
these cases, they concluded that satisfactory’ results occurred in 63% of 
the cases, with persistence of antisocial behavior and symptoms in 14%. 
Of the group of 80, 20 were regularly employed, 7 partially employed, 
22 were housekeeping, 18 were at home, 3 died while being operated upon, 
and 4 died at a later date. 

In 1947 they published a further study of 400 patients.-* Good results 

^ Freeman, W., et “West Virginia lobotomy project,” Joum. Am. Assoc., 
1954. IS6,9j9-941. 

Klebanoff, S. G., Singer, J. L.. and WTlcnsk)', H., “Psychological consequences 
of brain lesions and ablations,” Psycbol. Bui., 19J4, 51, 1-41. 

-* Freeman, W., and W'atts, J. Psjicbosurgery: Intelligence, Emotion and Social 
Behavior FoUo'j:ing Lobotomy for Aiental Disorders. Balumorc: Thomas. 1942. 

-'‘Freeman, W, and Watts, J. W., “Psychosutgery,” in Progress in hleurolozy 
and Psychiatry (E. -V. SpicgcI, cJ.). New YorL: Grune and Stratton, 1W7, pp. 461-472. 
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were reported on patients operated upon during the first year of illness, 
but only for 31% of the patients operated upon after two years of illness. 
In a further follow-up study of 401 patients in 1949, they reported 22% 
of the patients being employed, 9% partly employed, 19% housekeeping, 
29% at home, and 21% institutionalized. This follow-up study was done 
one or more years after the lobotoiny. 

A study on 78 lobotomized patients at St. Elizabeth’s Hospital in Wash- 
ington, D.C. indicated that there were social recoveries in the cases of 
13 out of the 24 patients discharged; 42 cases of improvement in the pa- 
tients not discharged; and 5 patients with no improvement. There were 
7 deaths, two of which were the direct result of the operation. 

Ziegler^® reviewed 618 cases of pre-frontal lobotomy and found 34.8% 
clinically recovered, 31.4% markedly improved, 17-6% slightly improved, 
10% unchanged, 1.3% worse, 1.9% operative deaths. 2.9% deaths subse- 
quent to operation. Of the 618 patients, 42.7% were working full or part 
time, 10.2% were discharged from the hospital but unable to work, and 
47.1% were still hospitalized. • -i £ 

There have been many other studies that report somewhat similar fig- 
ures, 

Sheerso summarizes the clinical literature in the following generaliza- 
tions relative to tlie utilization of psychosurgical procedures. 


(0 Mood disorders, involutional ^-^^rovTsf " 

states are mote amenable to frontal have had an acute 

(2) The prognosis is a^large affective component pres- 

onset due to ptecipitatory factors. average of less than nvo years, 

ent, and who have been hospitalize apathy \nd emotional blandness. 

The chronically withdrawn ^ ,/ote than five years, appears 

who has shown a progressive dctcriora 

to be less benefited. . symptoms. Different in- 

(3) It is difficult to '|;;"®rthe sympfom picture. Some interpret 

vestigators emphasize varions attempt to evaluate the underlying 

these on the behavioral . deteriorative process, bizarreness, man- 

dynamics. It would appear t a iSpctcd. The changes that do occur arc 

nerisnis, stereotypy, are ansion, anxiety, and “psychic pain, 

in the direction of release f delusions, and obsessions which are altered 

It is not the specific compu sio , . 

but the patient’s hich foUow pre-frontal lobotomy arc similar 

(4) The clinical euphoria, apathy, tactlessness, loM of 

to those found in organic [„ general, they rend to dimmish in 



386 SOMAUC WETHOOS OF TREATWEMT 

CattelP^ made an intensive study of a woman before and after a to- 
pectomy. He was particularly concerned with changes in ego functioning 
and ego defenses. The symptomatology was previously that of an obses- 
sive-compulsive individual with depressive characteristics. Cattell feels 
that a topectomy relieves an individual of feeling excessive anxiety. He 
does not feel that psychosurgery alters the individual’s basic potential for 
ego organization and integration. However, since the interpretive function 
of the ego is disorganized by anxiety, the reduction of the anxiety thus 
affects the ego functioning. The topectomy does not effect a direct change 
in the ego, but the ego is freed to better carry on its executive and inter- 
pretive functions in everyday living. Cattell points out that it appears 
that the ego, no longer hampered by a low threshold of anxiety, attempts 
to make stereotyped responses to internal and external stimuli, rather than 
unsatisfactory attempts to satisfy basic needs. He further states that it 
does not appear that basic impulses or instincts are altered by psycho- 
surgery. 

There has been an important trend toward a shift in the time at which 
psychosurgery should be employed. When first utilized, it was the preva- 
lent opinion that psychosurgery was the last resort, and was to be em- 
ployed only when other techniques had not been successful. Today we 
find Freeman*^ advocating the use of psychosurgery within a period of 
six months to a year following the onset of the behavioral reaction, despite 
the accumulating evidence of adverse effects of the various techniques. 
Birch®* sums up the recent research with the following statement: 

In short the recent evidence indicates that lobotomies produce far more 
serious deficits than was at first claimed. . . . These facts demand a re- 
assessment of our attitude toward lobotomy and the development of a far 
more critical approach to the problem. To the present writer the evidence 
indicates the need to halt the ever-widening use of a radical practice that 
has neither a clear theoretical justification nor a sound empirical base. 

The precise determination of the value of psychosurgery in the treat- 
ment of “mental illness” cannot be made at the present time, but must 
await further evaluative studies. Arieti makes some very cogent comments 
relative to its utilization in the treatment of schizophrenia, however. He 
stresses the fact that the procedure causes permanent damage to the nerv- 
ous system, so that for the rest of his life the patient is not able to use the 

S'CancU, ). P., “Ego functioning after topectomy," rsyeb. Anal. Rev. 1954, 41. 
114-121. 

32 Freeman, W., “An c\aluation of psychosurgical methods in the treatment of 
psychoses,” /. ImercoUegute Piycbol. Assoc., 1950, 2, 2-6. 

*3 Birch, H. G., “Psj chosurgerj',” in Progress in Clinical Psychology (D. Brower 
*nd L. Aht., ed».). New York: Crtine and Stratton, 1952, p, 498. 
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coordinated function of his cerebral centers. In schizophrenia the involve- 
ment is not necessarily permanent— in a lobotomy it is. Arieti states:*^ 

By doing surgerj’ on him, \\c give up all hope. We share the pessimism and 
hopelessness of the patient. Wc arc ready to make him more docile, but 
less human, without any possibility of redemption. 


HYDROTHERAPY Hydrotherapy is essentially 

a type of treatment that 
presumably relaxes the patient through use of direct water contact with 
the skin. As early as 1820 we find the use of such techniques reported y 
Priessnitz. 

One teclmique of such a type of treatment is the continuous warm bath. 
The patient is immei^ed in a tub, especially designed to provide him with 
maximum safety. It is provided with a cradle for the persons ea , an 
is covered with a heavy canvas cover to restrain the patient wit m 
tub. A continuous stream of water moves through the mb. c tenipera 
tore of the water is verj' carefully controlled. This often has a sedate 
effect upon many patients who are c.\cited. However, it as een P 
that this treatment has been used too often as a form o severe r 
and as a threat to unruly and disturbed patients. „ - . . 

A modified technique of this t)-pe is that of the 

type of treatment the eventually the patient is 

forth in wet sheets, evenly and |i„,e opportunity for 

wrapped in a manner similar to a coco j maintained. Under- 
any muscular movements, but the bloo ,;onel tensions produce 

lying this technique is tlie jf,e muscles, and thus supposedly 

muscular strains. The wet pack individual as a whole, 

liberates energy which becomes aval a modify 

These techniques are palliative only. They serv^ 

the immediate individual. It has been questioned 

basic psychological disturbance ^ hinhly excited patients be- 

whether^hey produce any techniques it is possible 

yond that of actual restramn gy means other than the 

to provide restraint for ip / 
utilization of sedative drugs- 


The utilization of various 
UTILIZATION OF DRUGS drugs in an attempt to treat 

.. , is technically Unown as -phatmacothetapy.” Attempts to 

mental illness N„v VaA: Brenner. 1,«, p. 487. 

a* Arieti, a./werpre'-'"’” t 
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relieve psychological disturbances by such methods have very early ori- 
gins. Probably the first systematized approach to the utilization of drugs, 
however, was that of Kahlbaum in 1879. He attempted to treat schizo- 
phrenia through the administration of opium derivatives. 

The major utilization of various drugs probably relates to their seda- 
tive effect upon highly disturbed persons. Opium derivatives have been 
used, particularly for the relief of pain. The various bromide preparations 
have had wide usage. These are successful in producing temporary re- 
lief from strong anxiety reactions, but may often produce reactions of 
confusions and lassitude in the individual. Various preparations of the 
chloral group, such as sulfonal, paraldehyde, and the various barbiturate 
derivatives are also used for sedative purposes. 

Drugs have also been used as stimulants. Caffeine and strychnine serve 
to produce more alert reactior\s in depressed individuals. Benzedrine is 
also utilized to produce such reactions, but its use results in restlessness, 
sleeplessness, and sometimes in feelings of euphoria. 

Various hormones, such as estrogen, progesterone, and testaterone. 
have been administered to individuals suffering from depressive reactions. 
They have been applied particularly to disturbances related to meno- 
pausal periods, such as involutional melancholia. 

Related to sedation are the various techniques of ntaintaining an in- 
dividual in a deep sleep state. This is artificially produced through ad- 
ministration of various drugs, such as the barbiturate derivatives. Klaesi, 
as early as 1922, reported using such techniques. In this method of treat- 
ment the patient is kept in a sleep state for a lengthy period of time, 
usually ten or more days. It has been utilized chiefly for the treatment of 
acute anxiety reactions. Alanic-depressive pauents also have been treated 
in this manner, with manic individuals occasionally showing some symp- 
tomatic improvement. During World War II deep sleep techniques were 
extensively utilized for the treatment of arudety reactions related to 
combat. 

A specific drug has been developed for use with alcoholic patients. This 
is tetraethylethiuran disulfide, known by the trade name “antabuse.” It 
scrx’cs as a conditioning agent against the consumption of alcohol. When 
alcohol and antabuse combine within the person there is a resultant 
production of acetaldehyde in the blood stream. Uncomfortable symp- 
toms then develop, centering in the circuiatoiy' and respiratory systems. 
Usually these arc accompanied by severe headaches. The presumption is 
made that the individual, in order to avoid the discomfort, will give up 
the consumption of alcohol. This is not necessarily true, but the process is 
cniirclv dependent upon the subjective cooperation of the patient, in that 
he must \ oluntarily take the drug. 

Many other drugs arc advocated for the treatment of psychological 



SOMATIC METHODS OF TREATMENT 359 

disturbances. These include pcr\’itm, nictlicdrinc, phenylurea, acetyl- 
choline, the various histamines, inalonylnitrile, dibenaniene, methyl- 
guanidine, cannabis, lactic acid, glutamic acid, aponiorphine, lithium salts, 
cortisone, gold salts, and many others. 

Two of the most recent drugs that arc being utilized for the treatment 
of behavioral reactions are derivatives of chlorpromazine and reserpine. 
They are referred to as “tranquilizers.” One form of chlorpromazine is 
known by the trade name of Thorazine, and a widely used form of re- 
serpine is known as Serpasil. Lehman and Hanrahan^^ report that Thora- 
zine sen-es to allay tension and cveitement, bur also report some un- 
desirable physiological reactions to the use of the drug. Serpasil tends to 
lower both pulse rate and blood pressure, and it is claimed that it has a 
rather calming effect upon excited individuals. Many extensive claims 
have been made for Serpasil. Noce, Williams, and Rapaport®® state that 
“mentally ill” patients respond better to Serpasil than to convulsive shock 
treatment, Kline reports that Serpasil has a sedative effect upon schizo- 
phrenics, but in no way relieves the basic disorder. 

In general, it appears that the use of drugs for the treatment of psycho- 
logical disorders serves at best only to alleviate for a period of time cer- 
tain symptomatic behavioral reactions. Certainly they are not specific 
to any particular reaction, and they do not appear to affect the dynamic 
qualities underlying the production of the symptoms. 


NARCOANALYSIS particular method of 

treatment involving the use 
of druiTs, but in addition dependent upon the technique of psychotherapy, 
is that of narcoanalysis. It is a combination of techniques, but its value 
lies in the application of the principles of psychotherapy while the pa- 

tientisinadruffcedstate. . ., 

As may be recalled from our previous discussions, unconscious material 
is the basis of the various psychological disturbances Freud originally at- 
tempted to elicit this material through die use of hypnosis He later 
abandoned hypnosis as a therapeutic technique and f ' 

of free association. One of the primary aims of narcoanalysis s to enable 
unconscious material to be developed more teadily by *= Pychotherapist. 

However, narcoanalyris is pr«um^^^^^ 

tris°oVr“e"--^^^ 

Lehman, H. W., and Ilanrahan. G. C, •'adorpromazine,” zirria. NeW. 
Psychiat., 1954. 71, 2277 ff. Rapaport. W., “Reserpine (Serpasil) in tlie 
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A light State of narcosis is usually produced in a person through the 
intravenous injection of one of the barbiturate drugs. Those commonly 
utilized include sodium amytal, nembutal, evipan, or pentathol. Sodium 
amytal probably is used most extensively. The narcotic state induced is 
not so deep as to produce unconsciousness; the individual is still capable 
of talking freely. It has been hypothesized that this light narcotic state 
overcomes any censorship functions, and thus repressed unconscious ma- 
terial may be verbalized. The drug is utilized only to produce a narcotic 
state, which makes the patient more amenable to psychotherapy. In itself 
it has no treatment value. 

Horsle)’^^ postulates seven stages in the narcoanalytic process: 

(1) Induction of light narcosis. Here the patient is in a state of passive 
receptivity, able to understand \v hat is said to him and to speak in reply. 

(2) Induction of hypnosis. Hypnotic rappon is established through the 
use of suggestion. 

(3) Analysis. Techniques here vaiy%but in general are those that best serve 
CO determine the relationship of the causes for the disturbed behavior and 
eventually their removal. The usual procedure is one of free association. 

(4) Synthesis. This is the “essence” of the treatment. It may be accom- 
plished by any of the effective psychotherapeutic techniques. 

(5) Deep narcosis. The light narcotic state is changed to one of deep 
narcosis by additional injeccion of the narcotic utilized. It may be omittedt 
depending upon the particular patient being created. 

(6) Repetition of treatment. The treatment is repeated as often as in- 
dicated. 

(7) Re-education. The posthypnodc state is often one of extreme psychic 
tension. The hypnotic suggestions need to be reinforced by exploration, per- 
suasion and re-education of the patient while in the waking state. It is neces- 
sary’ that the emotional reactions to the recall of memories be anticipated 
and adjusted by the therapist. 

Both psychoneurotic and psychotic individuals have been treated through 
the process of narcoanalysis. However, most authorities feel that it is 
most effective when used with psychoneurotic individuals, and that 
psychotics do not respond to its use as readily. (This is true of psycho- 
therapy in general.) 


EFFECTIVENESS OF SOMATIC TECHNIQUES An attempt has been made 

CO present the results of re- 
search studies relating to each of the various types of somatic techniques 
of treatment discussed. It is apparent from the studies cited that no so- 
matic technique has been demonstrated to be a specific “cure” for any 
of the behavioral disorders. 

HorUcy, J. S., Narcoanalysis. Neu York: Oxford Univcreity Prew. 194}, pp. 
-42-45. 
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Hill®® studied the conclusions of both psychoanalysts and nonanalyric 
psychiatrists as to the effectiveness of somatic methods of treatment. He 
concluded that even among the nonanalyric psycliiatrists there was con- 
siderable question as to their effectiveness. Hill felt this was reflected by 
the numerous new devices and techniques continually being introduced. 
The analysts, as could be expected, regarded the use of such techniques as 
questionable. Both groups felt, however, that they did have some value. 
Hill stressed the fact that the inability to select persons who would be 
able to profit from such somatic treatment was a particularly negative 
point. He also pointed out that types of treatment such as insulin, electric 
shock, and psychosurgery operate directly in opposition to the possi i ities 
of increasing ego-awareness and control, which are among t e primary 
goals of psychotherapy. Rather, somatic techniques incorporate a re- 
pressive mechanism, and provide discharge of tension at a viscera 
level. Hill felt that the over-all picture was not too positive m regard to 


the somatic methods of treatment. . . 

Thomcr®® makes a particularly vital point in discussing 


shock therapy: 


Shock therapy as used in larger hospitals tends to 
treatment in which exactly the same methods may ® “ • elaborate psy- 
patients. It does not “7 sc.rd..ng 

chiatnc interviews. Tins would be a damning thing 

of shock therapy used alone were considered a substitute for 

about shock therapy is that in ^also for ali forms of psychotherapy] 

available. 

h cMidies have been presented m the pre- 
The findings of many research as a general criticism of 

ceding sections. However, >' . <.on„oIled. For example, patients 

these that they have been very p Y these are usually not 

are usually selected according to som rhe '“best” patients— those who 

detailed in the studies. Alight it jet us say, for electroshock 

would be most responsive— were the “best bets,” would have 

therapy? How many of these, event’ We should bear in mind that 

shown spontaneous recovenes m J ^^^st effective in cases of 

the shock therapies in the schizophrenic reactions. It is m 

mood disorders, and least e manic-depressive psychoses and mvo u- 

the mood disorders . the highest incidence of spontaneous re- 

tional melancholia) that w the patient receiving somatic 

coveries. Then again, the not. Perhaps it is 

therapy differs a g-r 

b. 

soThomer, ^ 

p. 569, 



392 SOMATIC METHODS OF TREATMENT 

most different in the case of psychosu^ger)^ The patient, for example, who 
has a pre-frontal lobotomy is treated much differently than one who does 
not. He remains in bed, is fed, and receives a great deal of individual at- 
tention. How much of his improvement is due to this treatment rather 
than to the operation itself? Is the attention he gets an important variable? 
There are needs for studies in which the psychological factors are care- 
fully controlled. For example, individuals might be carried through the 
entire lobotomy procedure— being taken to the operating theatre, anes- 
thetized, and treated “post-operationally” as if they had actually been 
operated upon— with the operation itself being omitted. 

We should bear in mind that the somatic techniques are still to be 
considered as symptomatic and pragmatic methods only. Thomer^® cites 
a pertinent analogy: 

If one’s radio suddenly stops plajnng or emits odd noises, one is tempted 
to tap it with a hammer {shock it). One of three results may ensue: 

1. The radio remains unsatisfactory, or 

2. It starts playing again, or 

3. The hammer wrecks the radio permanently. 

If the radio starts playing again, the wielder of the hammer cannot easily 
explain tvhat he has done to the fundamental structure of the radio, but he is 
satisfied with the practical result. In the event the radio docs not respond 
favorably to the cap of the hammer, he may tap it again, hopefully. If he 
wrecks the radio permanently, he has prevented any other method of repair 
from being effective. 

SUGGESTED READINGS 
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Kalinowski, L. B., and Hoch, P. H., Shock Treatment and Other Somatic 
Procedures in Psychiatry. New York: Grune and Stratton, 1946. 

Menningcr, W. C., and Cutrer, JM., “The ps\ chological aspects of physio- 
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Baltimore: Williams and Wilkins Co.. 1944. 
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niques of treatment and of specific aspects of treatment technique. 

An interesting article written by a person xvho had received a course of 
electric shock treatments and then reported upon his experiences is: 

Alper, T. G.. “An electric shock patient tells his storj',” /. Abnonn. Soc. 
Psychol., 1948, 43, 201-210. 

*olbU., p. 583. 
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In its full milxmng, the term “psychodiagnosis” refers to the 
total psychological evaluation of an individual’s personalitN* 
maladjustment: its psychological causes, its present behavioral 
characteristics and dynamic properties, and its probable future course. 
In this kind of comprehensive evaluation, such factors as the 
person’s physical condition, his present and past environmental 
milieu, and his relationship (or lack of it) to his communicj’ are not 
to be neglected. They arc an important part of the total evaluative 
procedure and will usually require competent opinion from various 
specialists (such as neurologists and dermatologists, for example) 
hen these arc deemed relevant. The psychoclwici^tJ, how ever, will 
consider all such data in the light of the information they supply 
about the psychological reactions of the individual. The interest 
centers on an understanding of the behavioral manifestations and 
their underlying dynamics. 

This chapter will be devoted to a sampling of the problems and 
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psychological methods in reaching a psychodiagnostic summary about a 
particular individual. 


description versus dynamics In former times psychiatric 

diagnosis was taken to mean 
about the same thing as “classification,” and in fact was used, to a large 
extent, for administrative purposes in admitting patients to mental hos- 
pitals or in deciding upon the type of ward to which a patient should be 
sent. Such diagnoses involved affixing a “label” to a patient or placing him 
m a “pigeonhole.” A patient was referred to as suffering from a manic-de- 
pressive psychosis, or as having reactions of an obsessive-compulsive type, 
or as showing severe reactions consistent with hysteria. Such diagnoses 
had as their main function the task of categorizing individuals on the basis 
of the symptom syndrome. This kind of diagnosis may be thought of as 
essentially descriptive in that the diagnostic label is itself a convenient 
summary of a constellation of symptoms. 

Descriptive diagnoses, or descriptive psychodiagnoscs (the phrases may 
be used interchangeably) were and are of value. It is useful to know 
'vhether a person is a psychotic or a neurotic, for example. This distinction 
has important implications for treatment and for decisions by clinics and 
hospitals. Some people require hospitalization by virtue of the severity of 
their disturbance. Some types of conditions are more amenable to psycho- 
therapy than others. Thus, for these and other reasons, a descriptive diag- 
nosis offers a first basis for making some preliminary decisions about a 
prospective patient. Two individuals with the same type of psychosis 
may, of course, require radically different treatment approaches or 
methods. Another way of saying this is to point out that a descriptive 
diagnosis tells us about the class of individuals to which the particular in- 
dividual belongs, but does not tell us about ways in which he may difier 
significantly from other members of the class. In fact, these differences 
may be far more important in the treatment plan than the mere statemen 
of the category of abnormal behavior to which the individual belongs. 

Dynamic psychodiagnosis implies a much broader an more ig i y 
dividual evaluation than does descriptive diagnosis In 
noMs we wish to know about the catcgoiy of 
which the individual’s symptoms place him, but we wis ^ 
raore. I„ the fimt place w. wish to know something of the 
symptoms. What psychological pnqioses do *=/ serve, ^ gains 

Utilized? Such questions are related to the pro nsvcholocical 

of the disturbance as well as to the priinaiy "n '"7 In the second place we 

purpose in the total behavioral life of the in 'v* of such 

wish to know what kinds of conflicts are present. 
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conflicts is important to an understanding of the person and to treatment 
planning. In the third place, we w'ish to know how the individual defends 
himself against his conflicts. What defense mechanisms does he habitually 
employ and how adequate are they? On the positive side we wish to know 
whit kind of ego he has. How strong is it and w’hat resources are available.' 
Such information helps in the formulation of specific treatment plans. For 
example, it helps us to decide whether “uncovering” or interpretive ther- 
apy is desirable or possible; it assists in decisions about frequency of 
therapeutic sessions; it helps in focusing therapy in the most economical 
way on the areas of conflict and ways of getting at defenses employed in 
dealing with such conflicts. Finally, we wish to know something of the 
etiology and duration of the difficulties, not only in terms of length of the 
“incubation period,” but also in terms of how firmly enmeshed in the char- 
acter structure they are. On this basis, treatment duration can be more 
adequately considered and other aspects of prognosis can be more com- 
pletely evaluated. 

Psychodiagnosis involves an appraisal of the dynamic qualities of the 
individual patient. It includes an assessment of his strengths as well as his 
weaknesses. It is directed to an understanding of the interaction of these 
resources of the individual in dealing with the internal conflicts and ex- 
ternal stresses to which he is subject. In its broadest sense such an evalua- 
tion will include an estimate of intellectual abilities, of specific educational 
and occupational skills, of interest patterns, of ways of handling affect, and 
of specific disabilities. In practice not all these areas are regularly included 
in a psychodiagnostic appraisal. Each of these areas requires a considerable 
amount of investigation (measurement, appraisal, and evaluation) if the 
analysis is to be complete, and time and expense may prohibit such an 
effort. What is usually done is to investigate the area that appears to be of 
greatest importance in the individual case or to study the areas that seem 
most crucial. Such a delimitation of the extent of the total psychodiagnosric 
appraisal that might be done theoretically involves, hoxvever, a prior 
estimate of which area or areas need to be studied. Such decisions are 
based on the total clinical picture the individual presents and on clinical 
judgment concerning the particular needs of the patient in the diagnostic 
appraisal. 

The clinician may use a variety of methods in making this dynamic ap- 
praisal.* At this point we shall merely list and describe these briefly. 
Later, we shall consider in greater detail a few of the methods. 

Probably first in importance is a consideration of the life history of the 
individual; this is sometimes referred to as a “case study.” Here the in- 
terest is in acquiring a knowledge of the conditions under which the in- 

1 Of course, the ph)-sical condition of the individual should he considered routinely, 
(n sonic cases, coniprchcnsiv e and spccialircd medical tests \\ ill be called for. 
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dividual developed and of the psychological ways he used in reacting 
to them. By means of interviews with the patient or with others who 
know a great deal about him (parents, wife, and the like), and by using 
some outline for study (such as a formal anamnesis)^ which may be very 
detailed or simply suggestive of broad areas of inquiry, information about 
the patient is gathered and then analyzed. The analysis Avill depend, of 
course, upon the personality' theory' of the investigator and his particular 
methodological approaches. In any ease, the life history tells us something 
about how the present condition developed, about its genesis and 
consistency'. 

Further interviews with the patient may be used to assess the ways in 
which he reacts currently: how he responds in the interpersonal situa- 
tion, how he experiences his conflicts, how he deals with conflictful ma- 
terial, and the like. Such interviews may be conducted by a psychiatrist, 
a clinical psychologist, or a psychiatric social worker. 

In some settings, especially in hospital situations, observations may e 
made of the patient as he reacts with other people or as he goes about 
his daily activities. Such observations may be recorded on specia y pre 
pared forms or they may be more anecdotal in character and integrate 
and evaluated later by a clinician. Such data can be very he p u in correc 
ing the biases that may result from reports about the pauent given y 
himself or relatives in interviews. They furnish us with a recor o 
reactions of the patient to many different kinds of ^-tuations and with dif- 
ferent people .nd thus offer a toader perspeettve tvtthm which to evalu- 
ate the life history and the interview materia . in order 

Finally psychological tests ^ use 

to assess his functioning The jno ymp ^ W pcnonality, 

are iffle/l, genre tests, tests of specml a 

and projective tests of ^ ofTocial maturity, tests of 

special value in a given instance, su 

perceptual functioning, attitude tests, an mem ry 


PSYCHOLOGICAL TESTS 
IN DIAGNOSIS 


For most purposes of per- 
sonality appraisal, intelli- 
gence tests and projective 
,■ rhe most widely used. \Vc shall now discuss these 

tests of personality of current practice.’ 

two types of instrumen P 

’PsycholoBists haie become ncr^ne y peej.cmig bch.i.or and oto 

choloi^^cal instnimcms “‘JjUed reader may find a clear statement of some »f 
psychoIoBical phenomena. T temper ^ ‘-.."Theory and techniques 

the recent findmBS and he usn^ ftyeiotogy. Vol. 5 (C. P. Stone and Q. Me 
of adjustment.” " Lvie'rs. IW. 

Ncmar, eds.l.Stanfordi Annu 
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Intelligence tests The evaluation of an individual’s intelligence is im- 
portant in understanding his behavior and in appraising the possibilities 
of various therapeutic approaches. It should be recognized that limitations 
in intelligence (or for that matter very superior intelligence) require spe- 
cial modes of adaptation to different situations. Not only in terms of 
problems in learning in school but also in terms of adapting to occupa- 
tional situations and to social situations, variation in intelligence is likely 
to have a significant bearing. The kind of therapy and in particular the 
kind of interpretations used in therapy will be affected by an understand- 
ing of the intelligence level of the indiv'idual. In addition, such problems 
as impairment in intellectual functioning due to emotional conflicts, regres- 
sions in intelligence due to a severe psychotic process, and impairment 
in the le\el of intellectual functioning due to brain damage are examples 
of the significance of an accurate appraisal of intellectual abilities. Estimates 
of a person s intellectual abilities may be made through interview or 
obsen-ation but such estimates, c\ en when made by expert obseivers, are 
notoriously unreliable or likely to be invalid. More and more, when such 
estimates are required, the clinical psychologist, who is specially trained to 
administer and interpret intelligence tests, is called upon for an evaluation 
of intellectual functioning on the basis of one or more intelligence tests. 
There are many kinds of intelligence tests. These may first be divided 
into individual and group tests. The former are so designed that they are 
intended for individual administration-to one person at a time. Such /«- 
dLidujl imelligence tests tend to have higher reliability (give more con- 
sistent results upon retesting, for example) and greater validity (predict 
t e e\el of intellectual functioning more accurately) than group tests, 
^ong the reasons for this are that the test can be kapted in individual 
administration to the motivational requirements of the individual situa- 
tion, qualitathe differences in behavior and performance can more easily 
be taken into account in the interpretation; their standardization (de- 
velopment and pretesting) are more carefully controlled. Incelliirence 
tttts may further be subdivided into verbal and nonverbal tests. (Some 
of the latter are sometimes referred to as pcrfonnance tests, because they 
involve motor performance.) A verbal test is one in which the response 
depends sipuficantly upon an understanding of the verbal directions 
with which the test ls administered or upon the verbal content of the 
tet questions. The response is dependent upon \crbal communication. In 
giving an intelligence test the clinician must evaluate which tx'pe of test 
is appropnatc to the individual being tested; he must take into account 
any faaors m the indnidual’s life that x.ould bias the results; and he must 


3Hun, .M. L, clinical study of ‘consecutis c’ and ‘adapuve’ tesune with the 
Rcsiscd Stanford-Binct. /• Con/u/f. ® 
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interpret the results in terms of the adequacy of the total test situation 
for evaluating the individual’s intelligence level. Examples of problems 
in interpreting test results might be: the person has had a very poor edu- 
cational background; the person did not cooperate fully in taking the 
test; the person has some physical limitation which unduly affected the 
test results. There arc also many other conditions that tend to invalidate 
test results. 

Two of the most widely used individual intelligence tests are the Re- 
\ised Stanford-Binct Tests and the Wcclisler-Bellevue Intelligence Scale. 
The former is a revision, made in 1937, of the test developed in 1916 by 
Ternian. It consists of two scales. Fowl L and Fowl M, which are sup- 
posed to be altcmate and equivalent forms, so that retesting is possible 
without an increase in the score due to familiarity with the content of the 
other form. Each form of the Revised Stanford-Binet consists of 129 
itents arranged by year levels (in some parts by half-year or larger 
vals than one year) from the second year level through the levels of the 
superior adult,* Various kinds of test items are included, some depending 
upon verbal reasoning, some upon memory functions, some upon educa- 
tional accomplishment, some upon common-sense judgment, an so on. 
The examiner gives the individual items from a number o year eve s. 
The test is not considered complete until levels have been given so that 
there is a viinhnal level in which all items have been passed and a imxima 
level in which all items have been failed. It is then assumed that all item 
from lower levels would have been passed and that all from higher lev 
would have been failed. In evaluating the results (which are i 

terms of mental age and intelligence quotient) the examiner con der 
how regular and how wide the “scaner” (the number of f=- 

quired I complete the te« and the tegulanty of meteasmg fa lut^ with 
Lteatingly higher year levels) is. the t ” te 

vidual’s tesponL, and the other factors mentioned f ^ ^ 

than a simple estimate of STfiafs L 

The examiner may indicate how valid the test is wn h . „ 

and other assets the individual may have, and how he chatactenstically 
goes about performing on tasks of fo™,, „f 

TheWechslet-Bellevnelntelhgen^ ScaM* ^ instrument 

this test for adults) is constructed qui Y There 

the items are grouped by type of content easy to very 

are eleven subtests, each of which ranges 

.Te™.„, L. M.. and Aicttill, M. A, d,— 

Mifflin, 19J7. , „ ^ Baltimore; WiUiam S; 

■ 

poration, 1955. 
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diiHcuk items and each of which has separate norms for interpretation. 
These subtests are labeled: general information, general comprehension, 
problems (arithmetic reasoning), digits forward and backward (memory’ 
for numbers given orally), similarities (“In what way are orange and 
banana alike.- ), picture completion, picture arrangement, object as- 
sembly, block design (assembly of colored blocks so that they match 
test designs), digit symbol, and vocabulary. As can be seen, about half of 
the items are essentially nonverbal or performance in nature. Since each 
subtest has its own norms, the e.vaminer may, under certain conditions, 
give less than the full scale and still be able to obtain fairly adequate 
results,® The test is interpreted in terms of I.Q., but these quotients are 
derived directly from tables without the use of intervening mental ages 
in their computations. There is now a form of this test for children,’ but 
the original scale was intended for the age range of 10 years through 
the adult level. 5 o / 5 

Both of these tests have been widely used clinically and both have been 
the subject of intensive research. Such factors as the effect of “race,” oc- 
cupation, t\’pe of emotional disturbance, predictive validity for school 
work and professional training and the Uke have been studied. Both are 
cUnical instruments; they should be given by well trained clinical psy- 
chologists and interpreted in the light of a clinical evaluation of the par- 
ticular subject, ^ 


^^Prolective tests The term “projecdvc test” has been applied to a wide 
vanetj o personality devices that appear to have one essential in com- 
man, t e\ require the person taking the test to respond to a somewhat 
ambiguous stimulus and to impose some meaning upon it. It is in this 
specific sense, rather than the classical meaning of the term as used by 
projective tests— in the sense that the test requires 
the project, an of an individual's personal and unique frame of reference 
into the test matenal. * 

Any test simaiion involves some degree of projection of this sort. Even 
on the formal and ob|ectivc types of test questions of the Revised Stan- 
ford-Binet, the subject has to mierpret the question and in this process 
tends to impose some personal meaning into the test stimulus. For es- 
ample, m the item on this test in which the question is: “Give two reasons 
wht children should not be too nois>- in school" (Year X). the response 

and bv the personal ftunic of 
reference of the respondent. Thus a child from i neighborhood uith a 

w'o'lf™™’ 'Vechslet-Bdkvue Scales.” /. Ccm.J,. 

Vork: Psychologic, 
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high delinquency rate would be more likely to think in terms of punish- 
ment or rejection as the price one has to pay for being noisy, whereas a 
child from some other neigliborliood might be more likely to think in 
teniis of interference witit the work of others in the class or of dis- 
courtesy to the teacher. Nevertheless, we may say that the sample item 
\\c are discussing is an objective, rather titan a projective, one because its 
meaning is quite explicit and because it Iwiits by this fact the extent to 
which the projection of personal meaning is required by the nature o t e 
question. . , , 

The unique feature of the projective test, then, is that it requires the 
interpretation of an ambiguous stimulus or stimulus situation. 
of this kind utilize highly ambiguous stimuli, such as t le 
which consists of a series of ink blots; others utilize a recognizable stimu- 
lus in the response to which, nevertheless, the subject 
interpretation that fits his needs, such as the T ematic P 

Test, or the more recent Michigan Picture Test. We shall 
tj-pes of tests presently, but we wish to indicate fim that -en though 
the items of tL latter two tests consist of real 
is ambiguous, since die task is “to make up a story a ou , j^^pose 
jeet ha! to develop his own interpretation of the 
his own frame of reference for the story he ^“’Pos- 0"= ™ter 
suggested that the range of ambiguity of the test 

for classifying and understanding ,ests, and unstruc- 

division: highly structured tests, partially s 

tured tests.® . . gp^bie the clinician 

The unique purpose of 'h" P™'' respondent. The process of or- 
to evaluate the private world of P ... ^ degree of 

ganizing the stimulus, and ^ sample of the uncon- 

personal meaning is imposed, ena S perceives the 

scions and conscious mental life o t e ™ I personality factors, 

stimulus, in the first instance, is large y jprermined by unconscious 

The fantasy involved “ “P^„reraction3 of these nvo through 

motivations, conscious Wishes, an Vr-pive test supplies data about 

the medium of ego processes Thus, ' P™’ personality. We can 

many aspects and at many levels of P J defenses, type of 

learn something about conflicts, tolw , J , i„nship of cogni- 

pathology, and the like. We -n -aluate the mte eoniponents in the 

Le (intLectual), ’^LetL ” 

personality. We can assess the highly umque y 

M I ‘'Tlie use of piojecme methods of person ty 
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vidual’s personality operates in the face of stress or trauma and can gauge 
more effectively the role of unconscious factors in this operation.® 
Because of their nature, projective tests are easy to construct (anyone 
can construct an ink blot!) but are difficult to standardize. Standardiza- 
tion of such devices requires the validation of the measure, and of the 
variables used in the interpretation, against criteria of personality func- 
tions. Such criteria are difficult to obtain and to define. Aloreover, the 
analysis of a projective test depends, in part, on the total pattern of re- 
sponses or scores, and pattern validation is a more difficult problem than 
single score validation. Finally, the interpretation of projective test results 
usually requires a clinical as well as an objective analysis, and part of a 
standardization of a good test involves the analysis of the variability con- 
tributed by such clinical judgments. 

One should also note that precisely because projective tests tend to be 
so sensitive to nuances in the personality, and are therefore valuable in 
this respect, they also tend to be affected more than objective tests by 
such factors as the subject’s present motivations, the interpersonal rela-, 
tion between examiner and examinee, and the subject’s perceptions of the 
purposes of the test These are some of the reasons why the use and in- 
terpretation of projective tests, as they are presently devised, require 
a well trained, professional pcrson-usually a clinical psychologist.^® 
c shall now discLiss examples of three types of projective tests in 
reader a better basis for understanding such devices. 
The Rorschach Test. This test was developed by Herman Rorschach 
an pu ished in 1921. Since that time it has been used very extensively 
throughout the world and more than one thousand studies have been con- 
cerned with Its general effectiveness, its clinical applicabiHty, its values 
an imitations in predicting various aspects of personality functions,^* 
studies and studies within given cultures (espe- 
cially primitive cultures), its application to industry, and so forth. It 
has been modified in terms of both administration and scoring and similar 
an a temate forms (for both individual and group administration) have 
been developed. It consists of ten ink blots which were selected after ex- 
tensive, empirical try-outs by Rorschach on a variety of individuals, dif- 
fenng in age, sex, and degree of personality maladjustment. It may be 


r' experiment^ 

’ ‘ *’• eJx.). Semfordt 



PROBLEMS IN PSYCHODIAGNOSIS 403 


given to children old enough to report their visual perception of the blots 
(roughly about four years) and to very old people who are able to re- 
spond to the ink blots. 

The ink blots range in complexity from a simple achromatic stimulus 
(to which much more “conventional” responses are given than to others) 
to a much more complex stimulus, which is chromatic and whose parts 
are separated by a considerable amount of white space. The blots differ 
in the amount of “blackness,” in the extent of diffuse grayness, in the in- 
tensity of the color, and so on. Although there are only ten blots, the 


range in stimulus values is great. 

The administration of the test is quite simple. The subject is given the 
blots, one at a time, and asked to tell what he sees in each blot or what 
he can make of them. His time of response is recorded and the content 
of his responses, as verbalized, is also taken down. There is no time limit 
for any of the blots. The subject responds at his own rate, being given the 
next blot whenever he indicates that he has completed the previous one. 
When all ten cards have been given, an “Inquiry” is conducted to de- 
termine as accurately as possible just how each response was perceive , 
the technical details of the “Inquiry” will not be discussed here. 

The test is tlien “scored.” Each response is evaluated in three niajor 
ways: how much or what part of the blot was used m the wl ' 

about the blot gave rise to the response (that is, "'hat factors m the somu- 
lus was the subject responding to), and what was t e c • . .. .f 

sponse? The second p.art of this analysis, the so-ca led de-mmant o 

tL response, is most crucial. This analysis yields a J^Jian 
I J ^ r location CO or, form, shading, human mo\e 

based on test factors ” „{ content. These scores are 

ment, “vista" (or used in a number of formulae 

theu applied against sets ^ qualitative analysis of the con- 
fer determining behilior of the subject during the 

tent, the sequence ’ ,ex analysis is then evaluated clinically 

test IS also usually made. Th ^ hypotheses about the patient, 
to arrive at a senes of concl P ,be 

Thisvcryconcisesuniin ^ * adequate picture of the procedure but 
Rorschach Test cannot gi ^ „,hat is involved, 

only an outline of its 5“?=- b jesponses to a hypothetical ink blot, 
suppose we take ose we have a blot that in a very 

as given by a ... j„ outUnc, consists of massive amounts of 

general way looks bir - extremities and some minute 

gray coloring but has following responses are given by four 

specks around the mam g“ 

different adults. bird that might be flying through the air. 

Re,oome l: It looks like g 
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Respojise 2: That’s a vicious-loolting dragon about to s^voop down on some 
helpless person and his wing tips are covered with dripping blood. 

Response 3: It could be a bat because it’s dark and black and looks ugly 
and it has a veiy large head and glaring eyes. 

Response 4: In the middle you can barely make out something like a body, 
maybe a body of a monkey that’s in its embryonic sac, and around the sides 
those dots look like musical notes. 

From a qualitative viewpoint these four types of responses offer a rich 
source of hypotheses about the respondents. From a quantitative view- 
point, these four responses would be scored quite differently. (For a 
really adequate scoring we should have the “Inquiry” material.) Re- 
sponses 1, 2, and 3, for example, are “whole” responses— that is, responses 
to the entire blot— but 4 is not. Response 1 depends primarily upon the 
determinants of “form” and “animal movement,” whereas 2 includes 
reference to “color,” and 3 to “shading.” Response 4 is bizarre, frag- 
mented and “fabulative.” A full scoring for each of these four responses 
would include these and many more “test factors,” each of which has 
some psj’chological meaning b\' itself and acquires additional and more 
precisely defined meaning in terms of the “total balance” of the various 
factors in the whole test. Even without such a full scoring the reader 
should be able to infer that response 1 is what one might expect from a 
“normal” adulc and response 4 is what one would expect from a highly 
“disturbed," perhaps psychotic, adult. 

TheiJiAtic apperception tests. Whereas the Rorschach is an example 
of an “unstructured” test, the thematic apperception tests are examples of 
partially structured” tests. There are a number of such tests. The origi- 
nal, most widely used, and most extensively studied of these tests is 
entitled "The Thematic Apperception Test” (T.A.T.) and was first pre- 
sented b\' .Murray and .Morgan in 1935. It has since been revised a num- 
ber of times.^" A somewhat similar test for children, the Michigan Picture 
Test, was developed under the sponsorship of .Michigan State Depart- 
ment of .Mental Health and published in 1953.** Beliak has developed a 
different form for children involving pictures of animals rather than 
people, as in the T.A.T., and has provided a different method of analysis.** 

In essence all three of these, and similar, tests involve a number of pic- 
tures of people, singly, or in groups. The pictures are achromatic bur 
they vary in the nature of the “emotionality” of the situation and the 
clarity of the meaning of the “social situation” pictured. 

.Methods of administration are very* simple. Usually, the subject is 

•2 Morgan, C. D., and .Murray, H. A, “A method for intesoeating phantasies: The 
Themauc Apperception Test.” ^refe. Xeuroi jnd Psjehiar., 1955, 54. 289-506. 

liThe Michigan Picture Test. Chicago Science Research Associates. 1953. 

n Beliak. L, The Thananc Appereepnoa Test and the Children's Apperception 
Test in LUrucal Use. New York Gninc and Scraaun, 1954, 
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simply asked to “tell a story” or “make up a story” about each picture— 
what happened before, what is happening now, and how it will come out. 
It can be seen why such tests are often referred to as “tests of fantasy.” 
Some prefer calling them “apperception tests” rather than projective 
tests to emphasize the fact that the subject has to bring his apperceptive 
experiences to bear in interpreting or responding to the picture. Some 
examiners conduct an “inquiry’” after all of the test cards have been ad- 
ministered so as to get at more precise definitions of the various parts 
of the responses. 

Scoring of tltesc tests varies greatly. Unlike the Rorschach there is no 
generally agreed upon scoring system. Various workers have introduced 
their own modifications of the scoring scheme proposed by Murray, and 
many different kinds of scoring factors have been employed in clinical 
and research studies. The most common elements in scoring are: analysis 
of the themes of the stories, identification of the central figure o t e 
stories and their personality attributes, types of outcomes of stories, 
of actions of the “hero” and other figures, quantity and type o ® 
expressed in the stories, and types of needs expressed. The i ic gan 
Picture Test presents an entirely objective type of scoring system which 
is proposed as a preliminary basis for analysis. Then it ^ ® 

most workera in the field, that a qualitative analysis be made by the 
clinician on the basis of otlier kinds of variables. 

Tests of this type offer considerable information about the content o 
people’s anxieties, about their self-image and about t e ’*n s o 
they employ. It may be more possible for a subiect to dis^tse or di tort 
his responses because of the more obvious nature of the stimulus an 
story content, although this point is debatable and epen s in pa 
hind of analysis ^ ^ gC ircT^ar \o ^ 'at^^^ per- 

dynamics) more completely 

than can ^one fro^«h“ of lest, because 

The Bender Ges elt Test > geometrical forms, is 

,t depends ^resented'^ by Bender in her mono- 

the Bender Gestalt Test, in y 

graph of 1938- itrenS developed for use as a 

^rbru^dUb both ebiidren and adnlrs.-t 
' IS Bender, L., vised and i. Ci.cd n.,.. ^.onn.r, .n. t. Amencan 

Otthopsycliiatric Associanon, 1V)». adn.inistratinn and imerpretanon of the 

■OHumM.L.,“Atentan ' 8“rf'.e^ nomeogtaphed); “Rev sed Bender V.snd- 
Bender Gestalt Test, .J’ itn-ntd Medial Psyebotegy, Vol. (A. 

WeSL, ed.). New Bender Gestalt Test with cinidten,' /. Proi- 

11 Byri, E., “The clinical valia.ty 
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The test consists of nine cards on which there are simple geometrical 
forms. These vary in complexity from a series of dots in a straight line to 
nvo overlapping and elongated hexagons. As given in the revised form, 
the subject is presented with a stack of paper, pencils, and an eraser and 
shown one card at a time, being asked “to copy it as \vel! as he can.” He 
can proceed in any manner he wishes, using as much paper as he desires 
but dra^\ing without the help of any mechanical guides. When he has 
completed all nine drawings, he is shown the drawings again, being 
asked this time to “modify the drawings in j;;y -u-jy you nisb so as to 
make them more pleasing to you.” When he has completed both parts of 
the test, he is then shown the original cards again, together with his modi- 
fications and asked to tell what the original or modified drawings might 
be or “what they remind you of.” 

The results are anaU-zed in terms of a number of factors. Samples of 
th«e are: sequence of drawings on the paper (orderly, irregular, cha- 
space, shifts in size of the whole figure or of parts, rotation 
of the designs, changes in angjiation. distonion of the gestalteu, frag- 
mentation. The results are also analyzed in terms of the behavior during 
the tKt, methods of work, and the associational content evoked by the 
drawmgs. 


The test is particularly helpful since it requires ver\' little verbal com- 
^ applicable from about the eleven-year level through 
a u t 00 . nice it requires motor e.vpression, many impulses that would 
® inhibited find their expression in the motor responses of the 
subject. The test is particularly useful in reflecting the psx'chological 
r^Itants of organic brain damage because such damage often produces 
istur ances in t e perceptual phenomena elicited during this evamina- 
tion. t oes not proxide as rich and as e.xtensive a sample of behavior as 
the Rorschach, for example, but it taps areas of behavior that are slighted 
in other pro|ecnve techniques. 
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i*t t/ie “I'lcattHent T^xace^ 


«ith the beharioral disorder. ma™-Sbv®th° h , 

intrlv comnicv Thr. T,r«Ki "=™‘«ted by the human being is exceed- 
anVtheyaresointricLlvintmTOrenUrT dimensions 

finding any solution. The puzzles presenred almost despairs of 

are not anv more coniple.x than tho e n j nucirar physics 
orders. (In fact, in manVLpe^^ 
part of the over-all difficulty we 

that almost eveiything, in some wav^r ^ function of the fact 

The qualiu- and' extent of the exiemal L behavior, 

we must be concerned are consiantlv ch forces with which 

variance is constant. It is no not even their 

t U . ™“ 'bat we are so beset bv nrob- 

lems that seem at the present time 1 1 ocscc o^ pro 

i time insurmountable. The success that is 
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sometimes acliicvcd, however, gives us faith to continue our therapeutic 
and research efforts. 

The exceedingly complex problems involved in treating the psychoses 
and psychoncuroscs are not even close to final solution. It is entirely 
possible that \\c as yet are not even asking the proper questions. We 
grope, we use pragmatic methods in both somatic and psychotherapeutic 
approaches, and are occasionally rewarded by what appears to us to be 
positive reactions upon the part of a given individual. The pity of it is 
that when such an event docs occur we arc unable to explain adequately 
the “why and wherefore” of it. 


the team approach Just whose responsibility 

is it to deal with the be- 
havioral disorders manifested by human beings- Which one^ discipline 
wishes to assume total responsibility for such an awesome task.' We ave 
seen how human behavior is related to many widely differing factors. \ e 
have seen the importance of internal psychological factors, innate ma- 
turational processes, physiological functions, disease and malfunction ot 
bodily processes and organs, social and cultural factors, and many 
These are some of the possible conditions; we do nor even now a o 
those that are peninenc. Can one human mind or one discipline encom- 
pass all, together with their intricate inter-relationships, as they ° 

one particular person? It is clear that the responsibility 
cannot lie xvithin the domain of any single present-day pro essio . 
responsibility that must be shared by all persons who are capable of a 
suming even a small part of it, regardless of their pro essions “ 
tions. This is particLdarly true when we regard the ^ " 

problems But ^„nce in its own right. Further, we 

others, and no one area nas a y achieved a satisfactory 

should remember that ““"y etiology or treatment of any of 

solution to the J „a|| be th« such a solution will be 

the behavioral ,,fae at the present time is not directly m- 

and cannot predict posed by the psyclioncurotic or 

A P^blcni as CO „po„ as many different fronts M 

psychotic ‘ might be able to contribute even the small- 

possible. Any individual w b 
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est iota to its solution must be welcomed with open arms. There is no 
room for inter-professional jealousies, or tolerance for an individual who 
“stands upon the prerogatives of his profession.” Teamwork, and team- 
work upon a vast scale, is not only desirable but is demanded by the 
comple.\ity and enormity of the problems. 

A brief review of Chapter Two (which was concerned with historical 
developments) will reveal that, as compared with the past, our present- 
day approaches are characterized by a multiplicity of attacks upon the 
problems of treatment of disturbed individuals. There is collaboration 
in the direct treatment process, and a considerable amount of teamwork 
does e.\ist and has clearly demonstrated its effectiveness. The traditional 
team has consisted of the psychiatrist, the clinical psychologist, and the 
psychiatric social worker. But this team is still too limited; it must be 
expanded. Such an expansion is occurring, particularly in progressive 
mental hospitals. In these institutions it includes specialists in such areas 
as; physical medicine, rehabilitation, occupational therapy, educational 
t erap), physiral therapy, special serv'ices (which includes such functions 
as sports activities, recreation, library, and socialization activities), psy- 
chiatnc nursing, psychiatry, neurology, volunteer work, clinical psy- 
cholog)-, social psychology, and vocational counseling psychology. In 
any hospital or treatment situation, every worker, regardless of his job, 

* *^®''^®Fned with his role in the total treatment process, and 
triburiom importance of this role and his potential con- 

The traditional team concept thus needs to be te-evaluated. The older 
team concept tended to view the team as a constant physical “body.” It 
was composed physically of the same individuals. For example, a psy- 
choneurotic individual might come to a clinic. He was usually seen in 
turn by a psychiatnst, psychiatric social worker, and a clinical psycholo- 
. ey wou t en meet, pool their findings, discuss the case, and ar- 
nve at trea ment or deposition plans. But this process is only oile aspect 

siderahK Such a concept implies con- 

nrofessinns Th P*^^***^' interaction of people from different 

of ^ a comiderable number 

d recr co„t ; "'T 7 niight not have 

direct contact with the individual. They are all bound tLther by a 

fer"em™rim^'^!' n"‘‘ "f individual, however. At dif- 

ferent times the constellation of the team dealing with his problems 
would vaty ira complement being determined by the nature of the spe- 
“f'; c“FFcnt situation. Even though not directly involved at any one time, 
all individuals concerned would be reaHv u ■ i «... 

ij • r u. ft.- ^ reaay to otter what assistance thev 

could in light of their own abilities. The operation of such a htoad teaiii 
concept IS best seen in a progressive mental hospital siniarion, where 
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many specialists from many professions arc brought together. Such an 
approach could function in other types of settings, such as clinics. 

Ruth Hubbard, a registered nurse, has discussed the philosophy under- 
lying the team approach and the interaction of its members.’ She has 
pointed out that the team member must be well trained in his own field, 
and have the ability to sense the changing needs of the individual whom 
the group ser\xs. This implies that he also accepts changes in his own and 
the group contributions, and allows t'lc group member who is best fitted 
for a task to carry it our, even though he liimself would like to do the 
job. The team member must also have the desire to work with other 
people, and have a belief that united action by the team permits the ac- 
complishment of things tliat cannot be done by one person alone. 

The team concept in addition extends beyond the problems of treat- 
ment of differing behavior. It is being utilized more and more in the 
training of the various professions. Social workers and clinical psycholo 
gists, for e.\ample, arc contributing to the training of psychiatrists and 
physicians. Psychiatrists and social workers are contributing to the train- 
ing of clinical psychologists, and clinical psychologists and psychiatrists 
are contributing to tlic training of social workers. The team is a so 
'vorking together upon the evaluation of treatment processes, an upon 
broad research problems. . . 

In light of this expanded concept of team interactions, it is i cu 
discuss the specific roles of the team members, or even to list exhaustiv y 
those who might participate in the team process. They ^^u 
the particular problem and its nature and development, or exa p , 
many of the problems presented by children the school 
well be a crucial team member. Some adult in t e 
Sunday School teacher, a pastor or a priest, might p ay a 
in the treatment procL^s. We shall therefore limit ‘^'^^fiscu sion to those 
professions whose roles as team members have been re .j 

who have received training specifically directed f 

•he problems of disturbed individuals. We should not gnore,^ how e^^_, 
the potential contributions of those mdmdua s w to 
such formal training but have the ability and are p 
help. ^ 


jg ’j'he psychiatrist is an indi- 

PSYCHIATRIST has received 

■lining leading to the M.D. degree. Follorving this 
ress, 19J4, p. 79, 
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ing he has elected to become a specialist in the treatment of bcha\ioral 
disorders. Often he might additionally specialize in neurology. Such spe- 
cialized training is received in carefully selected hospitals and clinics, 
where he trains under competent supen’ision. The psychiatrist is the 
only member of the team \\ ho is qualified to administer the various so- 
matic methods of treatment. He may prescribe and administer drugs, or 
conduct any of the various shock therapies. Lobotomies and such other 
surgical techniques are performed by a neurosurgeon. The psychiatrist is 
the only member of the team quaUhed to arrive at the complete medical 
diagnosis, and to evaluate the total physical condition of the person. Tra- 
ditionally, in the hospital setting, he ser\'es as leader of the team, and as- 
sumes over-all medical responsibility for the team activities. 

The psychiatrist may employ cither somatic or psychotherapeutic 
methods of treatment. However, the extent to which either or both of 
these approaches are used depends upon the particular psychiatrist. One 
may employ somatic methods almost exclusi\ ely, another may stress psy- 
chotherapy, and another may utilize both relatively equally. 

Psychiatrists are certified by the American Board of Neurology and 
Psychiatrx’ as medical specialists. In order to qualify, they must meet the 
rigid standards of the board as to both education and experience. If these 
standards are satisfied, they arc admitted to a written and oral examina- 
tion. When this is passed, they arc then certified as diplomaces of the 
American Board of Neurology and Psychiair)’. 

THE PSYCHOANALYST The psychoanalyst in the 

United States, like the psy- 
chiatrist, has receixed a basic medical training leading to the AI.D. degree. 
He then specializes in the treatment of behavioral disorders, but uses a 
psychotherapeutic approach. His psychotherapy, however, is based upon 
the psychoanalytic techniques. Formerly it was possible for persons in the 
United States who did not have the ALD. degree to qualify as “lay an- 
alysts,” but this is no longer true. 

It is required that the prospcctixe psychoanalyst first undergo personal 
analysis. If this proceeds in a satisfactoiy manner, he is then assigned cases 
for psychoanalytic treatment. He is rigorously supervised in this, having 
a control analysis. These treatment cases arc designated as “control 
cases. When this process is completed, he is rc-evaluated and, if found to 
be competent, is qualified as a psychoanalyst. This process usually in- 
xolxcs two to four years. While in analytic training the person may be a 
resident in psychiatty, or be a fully qualified psychiatrist and practice 
other forms of psvehotnerapy. In addition he attends seminars at a psy- 
choanalytic institute. 
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Even though legally cjualihcd, the psychoanalyst docs not usually em- 
ploy somatic techniques of treatment. He utilizes only psychoanalytic 
methods. 


THE CLINICAL PSYCHOLOGIST 


The fully qualified clinical 
psychologist is an individ- 
ual who has first received the usual bachelors degree (B.A. or B.S.). He 
then continues his fonnal professional education for an additional four 
or five years and receives the doctoral degree in clinical psychology (this 
is usually a Ph.D. degree.). His training is primarily in the broad held ot 
psychology, but he specializes in the area of clinical psycho ogy t roug 
additional training in such areas as personality theory, psychopathology, 
psychodiagnostic metliods, and psychotherapy. 

He is skilled in the utilization of various psychodiagnosnc 
and in interview methods. Examples of such functions wou i 
evaluations of personality cluracteristics and their . 

peuric implications, determination of intellectual leye an ^ P 
investigation of aptitudes and interests, vocationa mteres P ’ ^ 
evaluaLn of abilities and skills. He usually spends 
full year or more in clinical internship under close supervision m 
psychiatric hospitals and out-patient clinics. 

The clinical psychologist, of course, may techniques however, 

marie therapies. He is trained ^ H^nrheraov of all types. Such 

and conducts both group and „ medcal collaboration, 

psychotherapy is " I techniques and methods, and often as- 

“ •' *• “■ 

standards of the American jupervised experience. If these rcquire- 

ogy in regard to both “™'’S^j„,itted to a written and oral cxaiiiinanon. 
ments are satisfied, he is diplomate of the Board. 

If this is passed, he is then certified as a a p 

...rsDucR The psychiatric social 

THE PSYCHIATRIC SOCIAL W worker is an individual 

decree and who then has specialized in the 
who has received the B.A. B Master’s degree in social work from an 
area of social work, tveeived is that of social work, and 

approved school. The through supervised experience, 

specialization occurs foil S the application of intcrviexx- 

The psychiatric social "uri-e 
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ing techniques and case processes. It is usually his responsibility to ac- 
cumulate and integrate the social case liistory. Often it is necessary to 
deal with various relatives and social agencies to investigate the behavior 
and background of the individual. A knowledge of the total adjustmental 
process of the disturbed individual is necessary for the best possible plan- 
ning for his treatment, and it is the responsibility of the psychiatric social 
worker to obtain, collate, and integrate this information. 

Often the psychiatric social worker receives training in the techniques 
of psychotherapy. An increasing number are now engaged in both indi- 
ua and group ps^'chotherapy. Such activities are conducted under 
medical supennsion. 

The social worker also spends the equivalent of a full year in closely 
supervised case work. This is usually at a psychiatric hospital or clinic. 


THE PSYCHIATRIC NURSE w • 

IXUK3C jjie psychiatric nurse is 

L. .... , one who, following her 

® V nui^'ng. has elected to work with “disturbed” individ- 
varik7eo of the basic nursing program, and it 

kTt t T “''"4 programs 

an ° the first, the prospective nurse enrolls in 

nkedeaTtr mstttution for a three-year period. She receives 

Sot Melr T® “ ■" ''“rious related subjects. She does 

tau nlnd S “"‘'"""y At the completion of this train- 

Ih! Smte “n ! ‘'.'P'""’"- *is, she then takes 

she is retrisre if this is passed successfully 

jlal 3nl7 Fogr^™. the indi- 

fou^ or five “ “ “ unL®it)-. This is a 

deurec in nen^T P™sram and upon completion she receives the B.S. 

and is reuiftere^ nursing. She then takes the State Board examinations, 
ana is registered to practice as a nurse. 

duties'^ of^a^uR^^ nurse is first called upon to perform the traditional 
01^4 Z ■ “ 'Pt ppyfrians and psy- 

^rcrnerupon'"trrol?.Utt^^^ physical needs. In addftii 

of the human being as a tmal wrTn and“ P'P^"''" 

A ■ 1 . .* soon becomes aware that this 

nu^inl ^Scs^harsh than the traditional 

nursm^ tasks that she is required to do. The psychiatric nurse in effect 
functions as a “penphcral” psvchothcnnJvr / u ,7 • 

1 ,,. ci-:ii/>ri • “nd to be most effective must 

Cucf Tudo^ rr?s' " 'l''=>-=P=utic manner. 

es t iree major functions of a psvchiatric nurse: 
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(1) She must facilitate the patient’s communications. (2) She must facili- 
tate the patient’s social perceptions. (3) She must fulfill t e patients 
needs. These require that, in addition to the regular nursing skiHs that 
are usually taught, the psychiatric nurse he well grounded in sue area 
as personality theory, psychopathology^ and human re ations ips. 
must also know tlic fundamentals of both group and in ivi ua ° 

therapy. It is unfortunate that these aspects of psychiatric nursing 
not adequately stressed in present-day training institutions. 
increasing awareness of the need for such an approac , enc 
recent survey completed by the National League for 
sought to discover the qualities to be developed in the psychiatric nurse. 


"TASK ACTIVITY" THERAPISTS Ipy^ prlgtam in progressive 

mental hospitals is wide and h's particular 

an individual basis for the disturbed person summarized in the 

needs. The major areas of this therapeutic app .ugj-gpists involved can 
following paragraphs in order that the role of the therapists 

be understood. 

ous arts and crafts. It includes s though such specific activi- 

clay and ceramic work, P‘'"’'j"®„ocupational therapy is not upon 
ties are followed, the empliMis in p „po„ 

the development of skills an tec ” , needs through the activity, 

the fulfill, Lt of the patient’s thus vary from 

The actual activity in -h-'- ‘ one Activity carried on 

the simplest to the most con P tearing up tags so that t ey 

by a group of rather sent P ^ l,y other groups. This a so 
could be used for weaving P P ^ of impaired muscle strength 

physical benefits-for example ^ the cmononal 

Ld motion, coordinatton Such an activity provides a 

remedial aspects that we and often provides for relief 

sense of achievement o 

of tensions. of the fryninasium n’pe, 

Corrective therapy these acrivities are found to be of 

are offered on a g™"P 5 , 0 , and asocial individuals. 
benefit to poup identifications, and reahsne v otk 

opportunities for reso 
play situations. 
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Manual arts therapy Here individuals who Iiave a hopeful prognosis 
are afforded the opportunity to develop wotk skills in a realistic work 
situation, \ihich at the same time is secute and nonthreatening. It may 
often be an opportunity for the individual to acquire specific skills, so 
that he is enabled to make a better vocational adjustment when he leaves 
the hospital. ELvamples of manual arts therapy activities would include 
machine shop work, photography, printing, automobile repair, and 
cabmet-making. ^ 


Major goals of activity therapy The basic philosophy of “task activ- 
ity therapy is that the unique emotional needs of an individual may be 
met through an activity, irrespective of its nature. It is not the activity 
^ irnportant,^ hut rather what the activity means to the person. 
As in other therapeutic approaches, the interpetsonal relationships de- 
ve ope are held to be the crucial factor in improved personal adjust- 
men . acnvity provides opportunity for creative accomplishment, 
ca mg to increased self-esteem, narcissistic gratification, and resulting 
mrnr f r *' activities provide relief for aggression or 

^ feelings, and are related to basic needs of the disturbed individual. 

painting, where 

y fixated mdividuals have opportunit>- to gratify their Leds to “mess.” 


SPECIAL SERVICE THERAPISTS Ti, .. • . 

stwrim “special service acDvi* 

can;,>;ra„ii.v j • . a,,... are those that were 

nun nt ^ time” of or “provide recreation” for the 

Lre ? “ 'ha "w of the library, canteen visits, 

recreational programs, visits to the movies, and the like. In many hospitals 

pt'oeived in the traditional manner; that is, as ac- 
niirn'r, t -■ the hospital setting, various aspects of com- 

conv-^ienee^o " T providing for the patient’s comfort and 

hernm' terrain y true that they do serve these functions, but it is 

becoming mcreasingly apparent that they also may serve as therapeutic 
a^cn in t emse res. he duplication of community activities u ithin the 
hospital cannot be os ereinphasized. It means a great deal to a disturbed 
at ?he "’l,™ ™'‘e his own purchases 

rLr thr , A “'■'“'y- ™s approach requires 

^riv ?• ?ho be a therapist, fcamplcs of special sLicc 

activities re discussed in the following paragraphs: so tha^he role of 
the speaal service therapist may be better understood. 

Ubtary activities One function of the librarv is to provide oppor- 
tumnes for what is ten.ied "bibliotherapy.” drefully selected books 
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are “prescribed” for the individual, and lie is given opportunity to discuss 
his reading with the librarian. The patient is also allowed complete 
freedom to select the book that he likes, and to read it at leisure. Dis- 
cussion groups are formed around common interests, providing for op- 
poitunities for group interactions. The hospital library is a rep ica o 
the comniunitv library, with adult education programs, readers’ advisory 
services, reference sendee, book displays, book reviews, and other such 
features. 


Volunteer activilies The volunteer workers in a hospital contnhute 
greatly to the welfare of the disturbed individual. ley are pu 
minded individuals who help keep the patient surroun e 
possible by many aspects of “nonnal” living. They bring the ‘ ’ 
the home and community, into the hospital. Through vo general 

it is possible to arrange dances, parties, and camivas, so t a j 
the patient internets with individuals on an 

The volunteer worker forms close rebnonshtps with ; 

in the various wards. The volunteer workers return to he 
with a better understanding of the problems of istur c 
are hospitalized. It is thus Uvo-way process-on the ™ 
muniry^hrough the volunteer worker ‘he hospM “ h 

other the hospital through the volunteer worker enters the commun.ty 

, Hosoitalized individuals, wherever possible, are 

Canteun programs orvn selections from 

encouraged to visit the i„^,„jes minor articles of cloth- 

L;:ttc»:^:^dy,°*.rT -cies. an^d gifrs, A soda fountain and cafe- 
teria are usually available for their use. . , , • 

Recreation The b^nd^tid o"her musical activi- 

hospital trips, spectator ’ P blishing, various clubs and hobby 

. ties, patient shows, ^ basketboll, golf, handball, bowling, 

groups, competitive sp modvaring factors to the patient, 

billiards, shuffleboard. These all s 
and facilitate the therapeutic process. 




^eAeuAC<x>t eittcC Saccetcf. 


The reader of this boor has seen how enormous the problen. 
of mental and emotional disorder is. There are many Mods of 
mental illnesses m children and adults. It has been stressed 
hat abnormal behavior occurs in a “whole individual” whose 
total behavior pattern must be understood if the specific symptom 
syndrome IS to be understood. More than this, it iL been 
emphasized that mans behavior is the complev resultant of the 
interaction of a biological organism living in a particular 
culnire and sub,=ct ro individual psychological stresses and 
straiiw. ith few uceptions, the content and the form of 
pychopathological behavior are essentially reaction patterns learned 
in respo^ to t^ demands of the envi^ment. In the exceptions 
in which specific somatic injury or disease processes largelv 
determine the nature „f the consequent hehavioml disturba'nces. 
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the kind of personality characteristics of tiic injured organism still influ- 
ence the individual’s response to the disturbance. 

Since “mental illness” is learned behavior and is therefore a social 
“disease," wc must be concerned with the nature of the society that 
produces it as well as with the individuals wlio fall prey to tie ravages 
of society. Only in this way can we fully understand the problem of 
abnomial behavior and undertake the many tasks that will he p to pre 
vent it or to correct it once it has occurred. In other uor s, since menta 
abnonnality is the comple.v resultant of the interacnon of a persons 
biological equipment with the psychological and social forces that im- 
pinge upon it, wc must make a multiple attack upon t le many signi ca 
factors Erich Fromm- has gone so far as to question the sanj o 
modern society. He sees at least some of the mam causes of emotional 
disturbance in the irrational way in which our 
organized. He therefore questions our basic J f “belong- 

duction of more wealth, the lack of opportunity for ^ °a 7 
ing" and feelings of “togetherness,” the lack of ' P 

in the determination of work and living conditions for the ™ ^ 
of people, and the lack of a world community and a tme 
of Whether or not we are willing to go ^ ^ ^ 

categorizing the nature of present-day society and g g 
major share of blame for widespread nienta i ness, ' 
the' far-reaching effects of -cietal con -o-* T hdl consito some of 
In the following sections of this chapter w , ^ some 

the important facts about the euent of emoti individuals, 

of the more important implications for f „et that there is 

In looking once again at the star.st.r^ we *= psychoncurotic 

a tremendous loss not shown by ' ®7Teffccts of emotional disorders, 
and the psyehotic are suffenng from the rfec.^ 

More than the emotional conflicts. All of us who 

country are handicapped y whose emoymenc of living is 

laek rie and --^^Q^Tjuth^trre^ 

marred by excessive a inhibitions are “caricamres of what 

tiveness ate ^s is augmented many '>>' ‘7 

we might have been. P^^,,,„ioj ^pon our families, our friends, ou 

reverberating ° the social produedvity of all of these, ^e nuy 

fellow men, and upon ,his total loss in happiness and ef- 

nevet be able to , theLioont is so staggering as 

feetiveness but we ,ense that we might view a significaot 

defy the imagination. „a, ion’s number one health problem, 

slogan: “Mental illness is 

O c„„-rty.NcwYorIi;Rinelnrt,19SS. 

1 Fromm, E., Tie 
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IMPLICATIONS FOR SOCIETY Let us first inspect the' 

number of individuals in 

and the number entering mental hospitals for the first time. 

There are approximately 600,000 persons in hospitals for the men- 
tally ill alone. 

The number of first admissions has increased by 28% since 1940. 

Let us bear in mind tltat these figures relate only to individuals who are 
hospitalized. We shall discuss the others at a later point. 

It is important that we reflect upon the apparent increase in the num- 
ber of individuals entering mental hospitals for the first time. Table 6 
compares the increase in first admissions to the increase in the general 
population from 1937 to 1949.2 ° 


TABLE 6. Hospital admission and population growth 


1937 

1940 

1943 

1945 

1949 


FIRST ADMISSIONS 


1 10 (thousands) 
109 
118 
153 
192 


i;.S. POPULATION 


128 (millions) 

132 

136 

140 

148 


It « dearly evident that the rate of first admissions to mental hospitals 
has been mcreasmg more rapidly than the increase in the total population. 
At first glance one might say that the behavioral disturbances were in- 
creasing in a disproportionate amount. However, several factors con- 
tribute to this situation. As pointed out in a report by the Council of; 

btate Governments, these would include:* 

» oh<mzmg. The relatives now are 
Zie rboJbll , " ‘f an insdnition. This change has 
home In an urban a 1*1 * te difficulty of keeping a dismrbed individual at 
cities- (cl the care f m groying; (b) more hospitals are located in 

Xhe tare It the f a '"dwidual is seen to be the responsibility 

to a state hmoha Un “disgrace" of Ling sent 

to a sMte hospital is not as great as it used to be. ® ® 

2. The miyibcT of old persons admitted to state hospitals is risins. As 
jXJintcd out in Chapter Twelve, wc are learning how to lengthen the physical 

;^Ll;;Teri' ‘t'of‘'s“L!i?" adc^atcVwitl. ; 

5/i7lJ, p. 4. ’ 
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3. Wc are learning to rccognke behavioral ditorders ^ mch. We are at- 
tempting to provide more and more insrimtional care. (Tins does not imply 
that such care is the best diat could be provided.) 

The situation in regard to the increase in first admissions to hospitals is 
esccllently summed up by the following statement:^ 

At all events, while the number of patients in mental 
careful statisdeal analysis does not demonstrate that mental disea^'^^" “ 
proportionately more prevalent it^ay than a lun ^ illness 

into account that the population hospnalize the mentally 

more readily, that we are more avilling ire livtafinto old age and 

Ul, and that a larger proportion of people are livmg into g 

senility. 


Now, let us look at the cosB of our “mental illness program 
following figures are impressive:* 


’ The 


Cost of maintaining state hospitals 
Capital costs of sate hospitals 
Research 

Other state mental health progwms 
Veterans’ pensions (psychiatric) 
Veterans’ ps\-chiacric hospitals ^ 
Other veterans’ psychiatric services 


$ 365 , 000,000 

150 , 000,000 

5 , 700,000 

45 , 000.000 

420 . 000 . 000 

121 . 000 . 000 
7,000,000 


But these figures, even though they cost in 

be easily grasped, are still ''T “ ,he loss in income and produc- 

money alone. It has been ' ,^35, 51,750.000,000, which is ap- 

tion of hospitalized individuals B country.® /Moreover, these 

proximately 520.00 for each pe sevOTly disturbed emo- 

figures do not include losses by 

tionally but do not und cost. We should, however. 

So much for figures « “ 8 hospitalized popula- 

considcr briefly how well x t„ summarize this aspect of the 

tion. A few brief stateme hospitals reported being over- 

problem. In a overcrowded by 20%; and only a few 

crowded; 43% said t hat ) jjjhonal patients without overcrowding, 

stated that they could '“"^“‘oom.idct how adequate the Indivtdu 1 
These estimates do not fc ^ -„p, sported shortages of tramed per- 

treatment programs ar . ^.^ough psychiatrists, clinical psycliologis . 
sonnel. There workeis, or other such individuals to me 

nurses, trained aides, s 

4 Ibid., p. 5. 

5 Ibid., p. 10. , rained of Sute 

VPA’Lnta, Heallb a, the rarty-E.^. States. Chtcgoi Co 

Government. 1950. p-lM- 
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the needs. The problem of insufficient professional personnel is evidently 
far from being solved. Fortunately, however, people are thinking seri- 
ously about what can be done in the situation. 

Now let us look at the situation from the standpoint of the behaviorally 
disturbed individual who is not, or is not yet, in need of hospitalization, 
but who is in need of psychotherapy on an out-patient basis. This picture 
is equally disturbing. It has been estimated by the Director of the Na- 
tional Institute for Alental Health that the country has only approxi- 
mately one-fifth of the out-patient clinic services that are needed. Some 
states had no such facilities at all in 1947.® This situation persists despite 
the known fact that if a clinic could manage to keep only three persons 
a year out of an institution, the monetary savings alone would serve to 
pay the entire operating budget of that clinic.® 

The implications of some of the problems of behavioral disorders for 
society may be summarized in the following statements: 

1. There are increasing demands for insdcudonalization of individuals with 
severe behavioral disturbances. 

2. The financial costs needed to maintain our hospitalized populadon are 

staggenng, and are increasing at a rapid rate. This imposes an addidonal 
° s u present gencradon but upon future generadons. 

3. Hospital^d persons are removed from productive roles. In addition to 
the. cost of their maintenance, there is also a tremendous loss to society in 
their decreased productivity. 

4. There is a loss of further potential contribution to the nation when a 
person is i^ntunonalizcd, not only in the productivity of goods or services 
but in possible scientific or social contributions and the like. 

3. InstimrionaliMcion of indbiduals serves to decrease our over-all po- 
tential in functioning as a fully integrated democratic nation. The tremendous 
encrg>- devoted to the care of the seriouslv disturbed individual could be 
channeled mto other areas for the betterment of the entire country, if the 
problem of mental illness were alleviated. 

The large and overcrowded population in our mental hospitals thus 
means a dram upon our entire society in every conceivable area. More- 
o\ cr, u hen a person arrives at the point that he needs to be institutional- 
ized, means that the probability of his return to full productive status, 
and of his being fully able to assume all the responsibilities of a function- 
ing and conmbunng member of our society^ are vcr>' much lessened. We 
should be thoroughly aware of the fact that each hospitalized individual 
comtitutw a “drag” upon our entire countty and each individual within 
It. The old proverb “An ounce of prevention is worth a pound of cure” 

IS certainly applicable here. 


I*”" -Mental Health Act to state health 

authonnes, public Hejub lieportr, Jan. 10, 1947, np, 4M9 

hjgionc.- FutUc WM 
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VVe have indicated tlut the hospitalized "mental patient” constimtes 
only a fraction of the problem with which we arc concerned. Consider, 
for example, the fact that almost 18% of all draftees during World War 
II were rejected for ncuropsychiatric reasons. Consider, also, that it is 
estimated that at least 10,000,000 people arc psychoneurotic and that far 
more than half of the patients who visit their doctors have an emotional 
condition tltac contributes to or even causes their physical complaints. 
Even when such people become convinced of the need for psychotherapy 
they often cannot afford it, or when they can they often cannot n 
a well qualified psychotherapist. Then there are the unknown millions 
of school children who are in some sort of emotional difficulty, not to 
mention serious disorder, and who are problems to themse v es, t leir 


families, their schools, and their communities. , „ . • „ 

The need for corrective or treatment facilities is gradually becoming 
more fully appreciated. (The need for prevention is probably hr 1 
adequately appreciated, and we shall have something to say 
in the last section of this chapter.) Even when states have climc. for 
out-patient treatment of children and adults, they are 
number to offer more than supportive treatment or “ .? -linJcal 

of those who seek help. Our training programs or ’ gj^push 

psychologists, and psychiatric social workers are not p g ^ 

professional workers to close usually 

therapy rather than "a pat on the back or anot ler p 


IMPLICATIONS FOR THE INDIVIDUAL 


The individual suffering 
from a disturbance in be- 
» nerson This means that he cannot 

havior is essentially a very “ cannot achieve his 

function as does the mor ^ „nicularly true for the psychoneu- 

fuU role iu *■; dkturbed as to require hospitabzanon 

rode person who is not so s ^ relationships only at 

Such a person manages relationships with individuals are dis- 

tremendous cost to himse ■ . efFectively. On the “job” as mcII as 

turbed, and he is unab e his deep conflicts are expressed 

at home, he has continuing p 

in a variety of areas. enenrv that could be devoted to creatne 

In the disturbed ’ uT^f life is ried up and consumed m 

interests and more f'-P Underlying disturbances. 

defensive attempts to “b" unconscious motivations, and the im- 

of external events are 3 
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pacts of these events are minimized, exaggerated, or other^vise distorted 
by emotional problems. 

Often the disturbed individual is not aware of the basis of his dis- 
turbance. There may be an awareness that he is “not well,” or that he is 
not functioning as well as he should, or that he is not comfortable, but 
he is often quite ignorant of the reasons. Often he looks to his physical 
condition (which is more likely to be a Temlt and not the cause) or to 
some inappropriate environmental stress for an e.vplanation. He often 
feels that his condition will clear up spontaneously: “It will just take 
a little time.” ' 

Even when the person has insight into the nanire of his problems, 
on e\ er, what is he to dor The treatment of disturbances in behavior 
IS quite an e.yensive process, and goes on usually for an extended period 
ot time If he does manage, as very few people do, to appreciate and 
accept the psychogenic basis of his problems, and then docs find someone 
competent enough to deal with his problems, he is faced with two addi- 
tional obstacles; funds are necessaiy to pay for his treatment, and usually 
his income further declines because of the fact that he may have to “take 
« the treatment he needs. This dual 

nrnhf.m 'cononuc problem is often overlooked in considering the 
nrnhl.m c ^ occds treatment. There are also concomitant 

m th attitude of the employer.^ How will he react 

“' 't h® “ttach a 

dnmrbances in behavior. Regardless of these additional problems, the 
b^ c quesnon of monetary cost of treatment must be faced by the indi- 

to dea! ar tuberculosis, for example. Society has attempted 

insurance nlin«i^fh°^ problems. There are various protective 

but such nrn ^ P defray costs of treatment for such illnesses, 

is too often un^'”^ ps>'chotherapy on an effective out-patient basis 
IS too often unavailable, inadequate, or severely limited. ^ 

tetilrite -dividual, the al- 

well is medication. fL eLSe vari^* "" 

these seri-e only as pa..iatir?^;;~^^^ 

a marginal ad|Ustracnt to daily life bnr hi. ,• i E? • 

to exist and, indeed, often increase’in “1 problems connnuc 

another admission recorded upon the rolb'^f an" l''" d'^ ^1 

“mental" institution. ‘‘'‘‘"“‘‘.v overburdened 

Let us look rcalisrically at the problems faced bv an individual suffer- 
mg from a sc\crc emotional disturbance I ... ' muiviuuai suncr 

hrfttr -.rhieved in^u.hr ' ‘ “‘^‘“rDancc. Lct US assumc that he has somc- 

nOM acnici eu msiunt into the f'lor rl.... 1.1. ..11* . 

s O uie lact that his problems liaic a psychogenic 



ABNORMAL BEHAVIOR AND SOCIETY 425 


basis. What can he do then? He may, // he has the funds and if he lives 
in a community where there arc adequate services, avail lumself of 
psychotherapy with a private practirioner. If he docs not have the nec- 
essary' funds, but is fortunate enough to live in an enlightened community 
with a community-sponsored clinic, he may avail himself of its services. 
However, the person too often lives where there is 120 clinic and no 
private psychotherapist. The only alternatives then are frequent trips to 
a distant point, or a reordering of his whole life by a move to a commu- 
nity where such psychotherapeutic services are available. 

We have been discussing, up to this point, the problems of the very 
severely neurotic person. Today wc find more and more individua s, par 
ticularly professionals, are seeking psychotherapy to help them function 
more adequately in their daily lives. Wc all have emotional pro ems, an 
psychotherapy, when effective, will enable us to live richer and ^lore pro- 
ductive lives. The possibility of such services being aval a e to <1 1 
viduals who need and desire it is highly limited at the ° 

only arc we failing to deal adequately with our instiw lo 
severely neurotic individuals, but we are not offering 
general scale, although they are being sought levere 

The adnJssion of an individual to a ” 7 " 

impiications in itself. Apart from its meaning to t ® “ emotion- 

of his own dynamics and total “surrender to his pro . ’ | juness.” 

ally charged^ the attitude of the community toward mentd^ 
A srudy by the U.S. Public Health Sere ce, the OP“ 

search Center, and the Univeraty ‘’f 7 iL«"Th 7 foUowing conclusions 
attitude of the public toward mental illness. 

were reached:*® , 

I. The popular stereotype of the dtor™rs' nimt be 

sane.” It is commonly bebeve dangerous, do not know what they 

separated from society because y prions. In general, little disnnc- 

- ‘!omg, and are not respo^ej^tbeu^ foti of dlsmrbanc. , 


on irmade between severe but do 

2. Many fonns of men.^d are nor recocted 

aUy frequently are looked upon 
inadequate parental supervision or 


havior disturbances in c ^ ^ 

rather lightly and written off as 

order to some sort o Clucago: Council 

lOTnmms 

State Governments, ml. PI- 
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self-indulgence or other moral lack. Many intelligent laymen persist in the 
misconception that the “mental” and “physical” components of the human 
being are somehow two independent endnes seated respecdvely in the “mind” 
and the “body.” 

4. The possibilit)' of cure for “insanity” is generally assumed to be quite 
low. A somewhat more hopeful view is held for mental disorders of less 
severity, but this is largely because persons with these milder alBicdons are 
“not really insane.” 

5. The functions of the psychiatrist, with whom the ordinary layman has 
had little or no contact, are poorly understood. He is commonly conceived 
of as a doctor whose therapeutic function is “to tell people what is the matter 
with them.” Treatment consists of imparting this knowledge and “talking to 
them.” 

6. Since society must “protect itself from the insane” by sending them to 
mental institutions, the mental hospital to many people symbolizes a place of 
sheer custody. The social isolation of psjxhiatric institutions is frequently 
encouraged by placing them at some distance from centers of population and 
sometimes by restricted visiting arrangements. It is apparent Aat one of the 
major tasks still remaining for mental health and civic organizations is to 
improve integration of the mental hospital into community activities and its 
acceptance as an instrument of human welfare. 

These attitudes of reproach arc expressed both toward the individual 
and his family, which makes the individuars problems more severe upon 
release. What is needed then is moditication of the attitude of the public 
plus out-patient therapy or guidance for the psychiatric patient and his 
family so they can learn to accept or at least to deal with irrational or 
emotional attitudes of others when they occur. 

When parents have had severe neurotic or psychotic conditions, it is 
likely that their children may have been ad\ersely affected. Hence, it is 
tlie conviction of the authors that a good mental health program should 
be able to provide regular psychiatric service for the entire family, and 
especially for the children. In all such cases, psychological evaluation of 
the personality of the children should be readily available, and when 
necessary’ or desirable, psychotherapy should be offered. Such a program 
would help to prevent “the sms of the father” from “being visited” upon 
the children. 


A POSITIVE PROGRAM The problem of dealing 

with, the disturbances in 
behavioral reactions is one for society as a whole. The ultimate aim that 
wc may conceive at the present time is to reduce greatly the number of 
patients in our mental institutions. (It is realized that many individuals 
will never leave.) Besides the objcctue of “getting the people inside out,” 
w c also should strii c to reach a point \\ here a minimal number of persons 
is admitted. These goals imply, eventually, preventive programs reaching 
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back to impinge upon the early developmental levels of the individual. 
We have continually stressed, throughout this book, that behavioral dis- 
turbances are not the result of a single factor, but are the product o a 
large number of interacting forces. For this reason the attac upon t e 
problem of achieving these major goals needs to be made on as many 

fronts as possible. . . 

A feasible community program would include the following unenon 
(1) education of the general public, (2) provision for treatment 
(3) research, (4) preventive programs. These are not necessari y i - 
cussed in order of importance. 

Educational programs The attitudes of the 
"mental illness" have already been summarized tn ‘‘P'!, 

Even though the stigma attached to the dismrbances ” beltaunr hatj 
apparently been diminislicd in recent years, it sti is p 
doubtedly influences attitudes toward mental ea t .|l j 

eral. It is essential that these be changed. Perhaps (and ” 

the distant future) we shall someday regard an “ 

the same way as we regard a glandular 

infected tooth. A continuous educational program ^ admirably 

of attitudes is essential. The contents of sue a p g 

expressed by Carl Binger, who says:“ 

What should them’ sMe knonUdge orthe 

of marriage and job, of aging an life. We should say some- 

we can in our terms, effective g ^ jealousy, envy and 

thing about the major emotion . should impart in- 

rivalry. greed and grief, and about the need for out-panent 

formation about condiuons ^tat^h ^ personnel, about 

care and child guidance Sa „y to lift the pall of .gnorance 

the need to influence hangs ov er mental illness, 

and fear and shame and sup^”“" ‘ „e should try not to an aken 

We should arouse as ‘‘tde ano J P^,h as they can take, and progres 

guilt. We should speak as much ol 

sively more. highly desirable. 

Of course more than a chang ^ health prob- 

The full interest and pa™*^'? include community activities (for 

lems are necessary- Such pr (-enters, for example), participation m 

the establishment of to do their full share in providin 

school programs (to =“ healtli programs), and activities d - 

positive as 



428 ABNORMAl BEHAVIOR AND SOCIETY 

signed to facilitate the establishment of appropriate psychological agencies 
and research programs at the state and national level. 

Treatment facilities The community clinic is an essential part of the 
total program. It offers, among other dungs, treatment to the individual 
on an out-patient basis. Felit has summarized the following principles m 
regard to mental hygiene clinics: *- 

A. There should be a clinic prorided for each 100.000 persons. 

B. It should be staffed mth at least one psjxhiatrist, one ps)*chologist, and 

t\% o social workers. 

C Qinics should furnish the following broad services; 

1. A communiy clinic. 

2. An autiliarv’ service to the mental hospital, 

3. Mental health education. 

D. The clinic must ha^ e communiy support to be successful. 

Research By the time the reader has finished this book, he will have 
realized that ^\e still know far too Uttle about the etiology’ and the treat- 
ment of the behavioral disorders. The only effective way in which such 
knowledge can be obtained and tested is through continuing research 
in all related areas. Ever}- contribution resulting from research multiplies 
in manifold ways the effectiveness of preventive and corrective programs. 

Preventive programs The preventive program is vital in that it is di- 
rected at the forestalling of future problems. The National Institute of 
Mental Health has made the following suggestions for a preventive 
program:** 

A. Training specialists in mental health. 

B. Teaching menul health pnncipics to health educators. 

C. Providing psycluatric orientation to all professions. 

D. Expanding programs of public education. 

E~ Developing more research. 

These, how ever, are at a national level and are not usually within the 
scope of the average communitv. The suggestions of the Council of State 
Governments in this regard are exccUenr;** 

A. There should be etlorts toward communitx’ organization and integration- 

B. Family health services should be provided * 

C. The school should provide: 

1. Guidance services. 

Z, Special training for teachers, 

« FcIji, R- H., op. cit., pp- 41-49. 

13 progreis Report, N'anooal Institute of .Mental Health, Sot ember. 1949, p. 1. 

Adopted from the chart, “Scope of pretentite mental health activiucs,” in: 

Trjzjvng atiJ Resejrcb in Stjte .MentjJ Hejlib Progrjj/u. Chicago: 0>uncil of State 

Gotemments, 1953, p. 26. 
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3. Adult cducatiun. 

4. Positive help for tlic “norinal" child: 

a. Free discussion “human relations” class. 

b. Family relations and behavior classes. 

c. “Humanized” subject matter in regular classrooms. 

Much information has been discussed in regard to the various behavioral 
disturbances, and many issues have been raised. However, the final an- 
sv:ers have not yet been found. A healthy, scientific attitude includes the 
capacity to weigh and utilize new evidence, to be able to accept amended 
or new conclusions, and above all to maintain an objective and rational 
viewpoint on all abnormal behavior. The search for new evidence, new 
and better methods of treatment, and new societal conditions for effective 
living is an endless and challenging one. 
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Asthma, bronchial (see Bronchial asthma) 
Asogmatism, 157 
.Atoiudes: 

touard abnormalit}', 424 
toward aged, 318 
toward death, 318 

toward families of abnormal persons, 
426 

tow ard psychoneurosis (Jcc Psycho- 
neurosis) 

•Aura (see Epilepsy) 
i Audsm, infantile, 165 
.Autistic thinking, 264 
AutocroDcisra, 171, 285 
Autonomic nervous system, 247 
.Auxiliary modes, 251 
Barbiturates (see Pharmacotherapy) 

Bed-w ettmg (rce Enuresis) 

“Belle indifference,” 214 f 
Bender-Gestalt test, 405 f 
Benzedrine, 388 

Bibiiotherapy, 416 (see also Library ac- 
riviocs) 

Birth defects, 115 f 
Birth trauma, 28,66, 85 ff, 113. 120 
and anxiety, 86 
and brain damage, 120 f 
significance, 85 iT 
theories, 86 

Blindness, hysterical (see Hysteria) 
Blocking, of speech, 264 
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Blood pressure {tee Essential hyperten* 
Sion) 

Body and mind fallacy, 42 f 
Body language, 222 
Borderline intelligence, 14J f 
Brain disturbance: 
anoxia, 10 
atrophy, J22 
concussions, 306 
contusions, 306 f 
cortical degeneration, 281 
degencratite changes, 320 
disease and, 120 f, 307, 321 ff 
hemorrhage, 322 
and heredity, 120 
injur>’, 120f, 128, 307 
in old age {see Aging, brain disturb- 
ances) 
tumors, 30S 

Brain wa\cs {see Electroencephalog- 
raphy) 

Break with reality, 286 
Breakdown, 253 
Broca’s area, 163 
Bromides, psychosis due to, 388 
Bronchial asthma, 151 ff, 232 
Caffeine, 388 
Cancer, 229-232 
dynamic theories, 229 f 
personality types in, 23 1 f 
Canteen program, 417 
Carbon monoxide, 307 
Carcinogen, 230 

Cardiac neurosis, 223 f, 235 

Case history, 23, 39<if «« 

Case illustrations, 8, 9, Jsi] 

297 f, 301 f, 310, 324 
Castration: 

anxiety, 77, 97 ff, 174, 177 
in boys, 97 ff 
fears, 219 


in girls, 99 
threat, 315 


Catastrophic reaction, 237 ^ 

Catastrophic situaUon,_ • ^ 

Catatonic schizophrenia, 271 « 

Catharsis, 27, 346 f 

Cathexis, 44, 84, 202, 7, disturbance) 

Cerebral anoxia {see Ur n junirb- 

Cerebral contusion Hee 

C.rehrTfhy^^™;S^^-''^’^’ 

Character disorder. 


armoring, 250 
definiuon, 201 

dcscripm e characteristics, 249 f 
dynamic characteristics, 250 f 
etiology, 250 

impulse neurosis, 176, 201, 251 
psychopath, 251 

Character neurosis {see Character disor- 
der) 

Character traits, 248 
Chemotherapy {see Pharmacotherapy) 
Chicago School of Psychoanalysis, 370 f 
Childhood, I32-I68 
defimrion, 136 

neuroses, 150-165 (.see dsa Psychoneu- 

psychosis, 165-168 (see j/ro Psychosis) 
“Childhood in reverse” {see Aging) 
Childhood schizophrenia, 165-168 
Quid psychotherapy, 183-194 
group, 187, 354 
nature of, 185 ff 
schools, 188-193 
Anna Freud, 190 f 
Kleinian, 191 f . 

nondirective (/e#Rogenan) 

Rankian, 188f 
Rogcrian, 192 f 
ChJorpromazine, 389 
Qiorea, J58 

aass differences, 14, 108 
Oassification of emotional disorders, 24, 
37, 132-136. 195-205 
by causation, 133 
by ego charactenstics, 133-136 
significance, 132 
by symptoms, 133 
Claustrophobia, 217 
Cleanliness, 220 ,, 

Qieni-centered therapy {see Child psy 
chotherapy and Psychotherapy) 
aimacteric, 300 
Qinical psychologist, 413 
Oubfoot, 114 
Coitus and epilepsy, 245 

Colms (recUIetrame colins) 

Columbia Greystonc Associates. 383 

gmf.rf«i“=<-Warn=u„sis) 

Community treatment programs, 42 

Compartmentalization, 220 

Compensation, 174, 366 

Complex, 95, 98 f. 366 

Compulsion, 94, 173, 216 Obscs- 

Compuls.on psy^honeurosis (r« Ohscs 

'^sivc-compulsivc disturbance) 

Concrete tliought, 262 
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Concussion Uee Brain disturbance) 
Condensation, 341 
Conditioned response, 213 
Conduct disturbance, 141, 143 f 
Conflict 62-65, 88 f, 90 f, 17 1 
conscious, 62 
and culture, 142 f 
betM een driv es, 92 
defininon, 62,64f 
dens ans e, 64 
and frustranon, 65 
neurone, 219 
in pubertj’, 171, 173 f 
theories, 63-65 
t)'pes, 65 

unconscious, 63, 64 
Congenital word blindness, 156 
Conjugal paranoia (rce Paranoid proc- 
esses) 

Conscience (ree Superego) 

Conscious el, 5 8 f 
defininon, 58 

and perceptual defense, 58 
rclanon to preconscious and uncon- 
scious, 61 

Conser\arion of energ>% 329 I 

Consnrutional problems, 135 
Constnenon ot \isual field, 207 f 
Centre coupe theory, 307 
Conversion h)-stena \iee Hystena) 
Consnilsions in infancy, 121 f 
Convulsive disorder (ree Epilepsy) 
Correcriv e therapy, 415 
Cortical degeneration (see Brain disturb- 
ance) 

Cost of mental illness, 15, 421 
Cost of psychotherapy. 424 
Council of State Governments, 428 
Countercatheais, 105, 106 
18 

Cretinism, 12, 127 f 

Cultural factors and abnormal behavior 
(see Abnoimalitj', cultural rela- 
tiv ity) 

Culture, 95 

abnormality, 12 £f, 142-145 
cross-cultural effects, 143, 404 
minority groups, 15 
and personahtj’, 142-145 
social class differences, 14 
andv.ar, 240 
Cutaneous anesthesia, 209 
Daydreaming, 173, 257 (see also Fantasy) 
Death, fear of. 297, 328 
Death instinct, 85 
Decreased glucose tolerance, 282 
Deep narcosis, 390 


Deepsleep treatment, 388 
Defense mechanisms, 102-109, 110, 173 
classification, 104 
and class membership, 109 
and culture, 143 
functions, 103 
id and ego, 109 

successful and unsuccessful, 102 f 
and vigilance, 109 f 
Defense, motives for, 104 
Degenerative brain change (iee Brain dis- 
turbance) 

Dejjvu, 211 
Delinquency, 178-181 
causes, 177 f,205 
types, 179 
Delirium, 211 

Delirium tremens (see Alcoholic psy- 
chosis) 

Delusion: 

of depenonalization, 260, 271 
of grandeur, 260, 271, 300f 
of^ilt.292. 297 
of mfiucDce, 260 
neurotic, 211 

of persecution, 258, 260, 274, 310 
primaiy, 259 

psychodynanucs, 259, 278 
and reality testing, 2Mf 
of reference, 260, 297 
secondary', 259 
systematized, 250, 260, 274 
unsystematized, 250, 267, 269, 271, 323 
Demenna paralytica (see General paresis) 
Dementia praccox (see Schizophrenia) 
Denial, 105, 215 
Dependence, 1 12, 226 f 
Depenonalization (see Delusion) 
Depression, 173 (see also Anaclitic de- 
pression) 

in aged, 320, 327, 328 (see also Aging) 
dynamics of (see iManic-depressive psy- 
chosis) 

Depressive mania (see Manic-depressive 
psychosis) 

Depressiv e psychosis, 291-296 
agitated depression, 292 
depression w ith flight, 292 
depressive mania, 292 
dynamics of, 293 
inhibited mania, 292 

involutional melancholia, 296-300 (see 
also Involutional melancholia) 
manic stupor, 292 
parent-child relationships in, 294 f 
precipitating factors, 294 
unproductive ttuiui, 292 
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xicious circles in, 29S 
Deprivation, 51 
Dercistic thinking, 264 
Derivatives, 80, 90 
Deterioration (see Schizophrenia) 
of aged, 319 

De\ clopincntal process, 6, •18-55, 82-85 

Diabetic child, 11 

Diagnosis (see Psychodiagnosis) 

Diplegia, 210 

Directive therapy (see Psychotherapy, 
directive) 

Disease, concept of, 7, 196 f 
Displacement, 80, 104, 204, 214 
Disorientation, 306 
Dissociation, 26,212 

Distributlv c analysis and synthesis, 364 f 
Double personality, 211 
Dreanvs,60, 239, 264, 341 f 
mechanisms, 341 f 
symbols, 342 

Dnve, 83 f (see also Psychoscxual devel- 
opment and theory) 

Drug therapy (see Pharnucotlicrapy) 
Dynamics of adjustment, 43-47, 62-65, 
103 f 

Dysrhythmia, cerebral (see Epilepsy) 

Eating problems in children, 138, 144 

Echolalia, 261, 273 

Echopraxia, 261 

Eczema, 233 

Education: 

adjustment (ree School adjustment) 
guidance, 184 

programs for mental health, 427 f 

Ego, 48-54, 101, 103, 104, 108 
in aged. 318, 327 
and anxiety, 238 
boundary, 251, 302, 327 
conflict, 63, 161 f, 253 
and consciousness, 150 
defect, 201 
definition, 48 

differentiation, 48 f, 254, 284 
disintegration, 165, 166, 254, 271, 284 , 


286 

disturbance, 133 ff 

fragmentation, 254 , 

function, 49, 108, 201 f, 238, 259, 254 1 

and id, 55 

infantile, 49, 52 

maturation, 49 f 

as mediator, 49 

origins, 50 f 

and perceptual processes, 49, 53 


pressures, 50 

in psychosis (see Schizophrenia) 


and psychosurgery, 386 
regression, 284 ff 

relation to id and superego, 55-57, 55 ff, 
63 

relation to superego, 55 ff, 63 
sense of reality, 49, 201 
structure, 48-54, 202 
and superego, 55 
and unconsciousness, 50 
Ego alien reactions, 201 
Lgo syntonic reactions, 202, 250 
L'iation, 300, 302 

Electroencephalography. 233, 243 f. 245 
Electroshock therapy, 338. 378-381 (see 
also Somatic therapy) 

Emotional: 

changes in aging (see Aging) 
climate, 136 
lability, 300 

relationship in therapy, 345 
release m therapy. 346 
repression. 213 f 
support in therapy. 346 

Encephalius. 11 f, 158. 307, 314 
Icthargica. 121 

Enuresis, 144 
Environment: 
change of, 140 
effect on maturation, 4i 
and pepuc ulcer, 228 
stress, 140 ff 
Epilepsy, 241-248 
aura, 242 , . • 

cerebral dysrhythmia, 241 

in children, 121 f 

dynamic factors. 244 tt 
etiology, 243 ff 

and famous persons. 243 

grand mal type. 241, 378 
and hostility, 180 f 

hystero-cpilepsy. 246 

idiopathic, 243, 244 ff 

incidence, 242 f _ • 

mteUectual deteMration, « f 
Jacksonian type. 24i 1 
petit mal tj-pe, 241 
Wtraumatic. 306. 307 

precipitating factois, 245 f 
predisposition to. 
fsychic seizures. 242 

Kpr^^T-naIity.2^./« 

tLoml hypertension. 233 
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Edology, 132 196, 396 

Exceptional infint, 122-131 
Exdtemenr, catatonic, 271 f 
Exhaustion theory, 127 
Exhibitionism, 177 f 
Exogenous factors, 123 
Exopthalmic goiter, 234 
Experimental neurosis, 71 f 
Extreme, persistent, non-adaptire reac- 
tions, 13S, 165-168 
Extra%-ert, 251 
Fabulation, 404 
Factorial analysis, 287 
Fainting, 235,239 

Fantasy, 28, 44, 108, 155, 171, 178, 186, 
203,269, 372,401,405 
and penis cmy, 139 
of rejection, 160, 161 
Father figure, 219 
Fatigue, 44, 235 
Fear, 65 (see also Anxiety) 
of insanity, 235 
Feces, 92, 270 

Feeblemindedness, 8 f, 28 ff, 122-131 
categories, 124 f 
causes, 28 f, 122 f, 127 
concept, 122 ! 
diagnosis, 122 ff 
mild mental retardation, 125 
moderate mental retardation, 125 
primary \ ersus secondary, 1 24 
severe mental retardation, 115 
treatment, 29 
t)’pcs, 123 f 
Feeding problems, 144 
Fellatio, 178 
Fedsh, 176 f 

First admissions to mental hospiuls.420 
Fixation, 88 f, 90, 93 
anal, 219 f 

and mode of behas lor, 89, 250 
masshe, 283 

and neural de\ elopment, 114 f ' 
and neurosis, 214, 219, 250 
oral, 227 

and regression, 89, 90 f, 287 
and psychosis, 277, 288 
time of occurrence, 288 
Flight of ideas (see Manic psychosis) 
Folie a deux (see Paranoid processes) 
FolUore of aging (see Aging) 

Food. 226 f 

Foundling home, study of, 1 17 f 
Fragmentation of personality, 254, 255 
Free association, 21, 340, 370 
in psychosis, 300 
m therapy, 192, 340 f 


Frenzy, 261 
Fri^dity, 219 
Frontal lobe functions, 381 
Frontal lobe surgery (see Psychosurgery) 
Frustrarion, 64, 70 ff, 88 f 
Frustration tolerance, 11 
Fugue, 211 f 
Fusion, poor visual, 157 
Gastrointestinal disturbances, 153, ?10, 
222, 224 f, 235, 240 
General paresis, 24 f, 243 , 313 
Genital organs, 238 
Genius, 7, 9 f (see also Gifted child) 
Genogcnic factors, 1 15J 279 f 
Gifted child, 146-149 
Glial reactions, 281 
Grand mal (see Epilepsy) 

Grandeur, delusions of (see Delusions) 
Group dynamics, 356 
Group identificarions, 331 
Group therapy (see Psychotherapy) 
Growth, 40 f 
problems of, 137 f 
Guilt. 68 f 
in cancer, 231 
cycles, 221 
feelings, 297 
and oral fixadons, 294 f 
reactions, 293 f 
and superego, 293 f 
Habit disorders, 141, 144 
Hallucinations; 
alcoholic, 309 
auditory, 258, 269, 271, 298 
in delirium tremens, 309 
in depressions, 297 
fragmentary, 323 
hj-pnogogic, 259 
in hysteria, 211 
olfactor)’, 258 

psychodynamic factors, 258 f 
in schizophrenia, 256, 269, 273 
visual, 258, 309 
Hand washing, 217 
Headaches, 247, 296 
Head injury (see Brain disturbance) 
Hebephrenic schizophrenia, 269 ff 
Hematoma, 307 
Hemiplegia, 210 

Heredi^', 41, 120, 123 f, 147 f, 279 if 
in epilepsy, 244 

in mental retardation, 120, 123 f 
in schizophrenia (see Schizopitrenia, 
heredity) 

Hiccoughs,2I0 
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High places, fear of (see Phobias, acro- 
phobia) 

Histogcnic factors: 
in schizophrenia (see Schizophrenia) 
in organic brain damage (see Psychoas 
with organic brain damage) 
Homeostasis, 45 ff, 62, 237, 3 19 
Homosexuality, 176 
in adolescence, 176 
causes, 176 
in children, 98 
and epilepsy, 245 
in paranoid processes, 274 f, 278 
as social immaturity, 278 
Hormones, in treatment (see Pharmaco- 
therapy) 

“Hospitalism,” 116,118 
Hospital admissions, 15 
Hostility (see Aggression) 

Humors, 24 
Hunger drive, 67 
Hydrocephalus, 129 
Hydrotherapy, 387 

Hygiene, mental (see Mental hygiene) 
Hyperesthesia, 209 
Hyperglycemia, 11 
Hypermetropia, 157 

Hypertension (see Essential hyperten* 

Hypnogogic state (see Hallucinations) 
Hypnosis, 213, 222, 589 
Hypochondriasis, 320 
Hypoglycemia, 10, 376 
Hypomania (see Manic psychosis) 
Hysteria, 207-216 
anxiety in, 215 
blindness, 209 

determination of symptoms, 214 
lowered incidence of, 208 
and malingering, 207 ^ 

211 f 


motor disturoanto 
physical disturbances m, 209 
psychological disturbances in, 
psychosexual factors in, 2i> r 
as a reaction, 210 
and repression, 208 
and secondary ,^0 

sensory_ disturbances m, 209 

symbolism in, 207 
symptoms, 207, 208-212 
theories, 212-215 

visceral disturbances, 210 

biological basis, 85 
characteristics, 48 

:dentification, 90. 95, 


and introjcction, 97-101 
pathological, 250 
primary, 346 
secondary, 346 
in therapy, 346 f 
with parental figures, 93 
Idiopathic epilepsy (see Epilepsy) 

Idiot, 122, 125 
Illusions, 258, 292 
Imagination (see Fantasy) 

Imtucilc, 125 

Implications of mental illness, 
for individual, 423-426 
for society, 420-423 

Impotence, 329 \ 

Impulse neurosis (see Character disorder) 
Incest, 285 
Incidence: 

of feeblemindedness, 15 
of mental disorder, 15, 16 
of neuroses, 16 
of psychoses, 15 
Incorporation, 235 

Indifference, emotional (see Belle in- 
difference”) 

Infancy, 112-151 
definition, 115 f 
psychosomatic reaction, 115 
trauma, 119 f 
variability in, 115 
Infantile disorders, 1 16-13 h 165 
Infantile eclampsia (ree Tetany) 

Infantile sexuality, 213 f 
Infantile thought, 263 f 
Infecuous diseases, Il f 

Inferiority complex, 28, 365 f 

Influence, delusions of (see Delusions) 
Inheritance Uee Heredity) 

Inhibited mama (me Alamc-depressive 

InkhteKstTree Rorschach Test) 

Insane asylums, 21 ff 

Insanity (see Psychosis) 

Insight, 347 

l'lSd™“’(5er dio Psychoseioal develop- 
mcnc and theory) 
biological source, 83 
death, 28, 33 
definition, 83 
partial, 176 
sexual, 28 

Institutional care, 117 f 

Insulm shock, 33, 37611 (mf a/lo Somatic 
therapy) 
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in therapy, 347 
Intelligence: 

and adjustment, 126-131 
arrested, 8, 123 
inferior, 8 

and emotional factors, 7 ff 
and epilepsy, 246 f 
measurement of, 147, 398 If 
retarded, 122-151 
and schizophrenia, 265 f 
superior, 9, 146-149 
and therapy, 398 
as a trait, 147 

Intelligence quotient, 146 f, 399, 400 
Intelligence tests, 29 ff, 123 f, 147, 396-400 
group, 398 
indnidual, 399 f 
types, 398 

Intenonzanon (rec Internalization) 
Internalization, 54 f. 93 ff, 106 
Interpersonal relationships, 295 
Interpretation: 
in therapy, 343 f, 347, 349 f 
of dreams, 341 f 

Introjection {tee Internalization) 
Introspection, 59 
Introversion, 251 
Imolutional melancholia, 296-300 
descnpdse characteristics, 296 f 
differentiation of, 298 f 
etiology of, 299 f ; 

social and culniral factors in, 298 
Imolutional period, 296 
Irritability, 11, 306 
Isolation, 105, 220 
3 acltsonian epilepsy (fee Epilepsy) 

Jacob’s Disease, 322 

Juscmle delinquency {see Delinquency) 
Juvenile paresis, 315 
Kvvakiud, 3 

Latency period {see Psyclioscvual ad- 
justment and theory) 

Latent characteristics, 41 
Learning, 41 f, 72 f,73, 116 
and maturation {see Alacuration) 
resistance to, 161 

and therapy (fee Psychotherapy) 
Lctharg)’, 291 

Lcucotomy (sec Psychosurgery) 

Levels of mental life, 57-62 {tee alto 
Conscious, Prcconscious, and Un- 
conscious) 

Libido theory, 44, 81 ff {see also Psycho- 
sexual development and theory) 
Library activities, 416f 
“Life style,” 366 
Light narcosis, 390 


Lipoid degeneration, 281 
Lobotomy {see Psychosurgery) 

“Logic tight compartment” {see Com- 
partmentalization) 

Loneliness, 257 

Loss of object relationships, 284 (see also 
Anaclitic depression) 

Macrocephaly {see Hydrocephalus) 
Magical thinlung, 52, 22 1 f 
iMaladaptation {see Adaptability) 
Maladjustment {see Adjustment) 
Malingering, 207 f, 240 
Manic psychosis, 300-304 
and depression, 302 if 
cyclical nature, 303 
descriptive characteristics, 300 ff 
dynamic considerations, 302 
ffighc of ideas, 301 . 
hypomania, 500 

Manic-depressive psychosis, 290-304 
depressive psychosis, 291-296 {see also 
Depressive psychosis) 
involutional melancholia, 296-500 {see 
alto Involutional melancholia) 
manic psychosis, 300-504 {see alto 
Manic psychosis) 

Manic stupor {see Manic-depressive psy- 
chosis) 

.Mannerisms, 173 
Manual arts therapy, 415 
Marasmus, 118 f 
Masochism, 93, 177 f 
Masturbation, 174 
in children, 144 
function of, 96 
infantile, 96 

Maternal rejection, 117, 119, 167 
Maturation, 40 ff, 114 f, 137 f 
biological, 114 f 
effect of environment, 41, 136 
effect of restriction of activity, 42 
and fixation, 1 15 

relation to learning, 41 f, 114 f, 136 
and trauma, 237 f 
iMcan age of population, 318 
Mechanisms {see Defense mechanisms) 
Megalomania, 278 

Melancholia {see Involutional melan- 
cholia) 

Alcniory- 

in aged {see Aging) 
disorders of, 211 f 
and loss of abstract attitude, 383 
and psychosurgerj’, 382 
screen, 103 

Mendclian factors, 122-124, 147 f 
Mendelian law, 124 
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Aleninglos, 121 
Menstrual difficulties, 234 
Mental ability, exceptional, 122-131, 146- 
149 

Mental age, 399 
Mental blunting, 306 

Mental deficiency {.lee Fecblcrnindcdncss) 
Mental disease, 195 f {see also Disease and 
•Mental disorder) 
and psychopathology, 197 f 
\crsus “abnormal bcha\ior,” 196 IT 
Mental disorder: 
as c\il, 18 

and Hellenistic society, 19 f 
and military life, 31 ff 
in primiti\c society, 17 fT 
and witchcraft, 21 ff 
Mental energy {see Psychoeconoinics) 

Mental hospital, 3S1 ff 
Mental hygiene, 3 1, 184 

Mental retardation («e Feeblemindedness) 

Mesomorphy, 250 
Metabolic auto-intoxication, 282 
Metrazol shock, 33, 375 , 

Michigan State Department of Mental 
Health, 404 
Microccphalus, 129 f 
Migraine, 234, 247 f 
descriptive characteristics, 247 
dynamics, 247 f 
Milieu therapy, 352 f 
Minority groups, 13 
Misconceptions of psychoncuroses, 206 
Modes {see Psychosexual development 
and theory) 

“Momism,” 94 
Mongolism, 126 f 

M“"S.£rde«, 173 

pressive psychosis) 

Mood swings, 303 
Moron, 125 
Mother: 

as first object, 51 54 f 

model for ^94 f, ,'16 f 

relationships with child. 94^^ 

“Mothering.” 88, 119 • 2 Psycho- 

Motor behavior. 137 t v 

motor behavioD ^^ theory. 

Multiple-factor psy^i 

283,304 

Multiple personality,^** 

Mutism, 272 
Myopia. 157 

Narcissism. 44. 8/ » ^ 295. 328 

Narcoanalysis. 38^ 


Narcothcrapy, 388, 390 
National Association for Mental Health, 
31 

National Institute for Mental Health, 428 
Nauonal League for Nursing, 415 
National Opinion Research Center, 425 
Nausea, 235 

Negauv ism, in schizophrenia, 272 
Negroes, 13 f, 232 
Neural dominance, 163 
Neural exhaustion, 212 
Ncurocirculatory disorder, 234 
Neurosis {see Psychoneurosis) 
Ncuropsychiatnc team {see Psycho- 
therapy, team approach) 
Neurosurgeon, 412 

Neorosyphilis, 313 {see also General 
paresis) . . 

Neurone conflict {see Psychoneurosis) 
Neurotic needs. 369 f 
Neurone trends. 199 f, 369 f 
Nightmares. 154.235 

Nondirecnve psychotherapy {see Psy 
chotherapy) 

Normal distnbution. 4 , 

Nosology, 24 {see also Classification of 
emotional disorders) 

Nourishment and love, 293 
Nuclear physics. 408 
Obesity {see Weight, excessive) 

Object cathexis. 44 

SSo^pPl-'P dhturUnce, 94, 

lj4f, 216-222 
anality. 219 
in children, 154 f 
defenses, 218, 219 , _ 

descriptive characteristics. 216 ff 

dynamics, 155, 218-22- 
peisistence of symptoms. 216 
phobias, 217 ff. 219 

repression, 218 
symptomtypes, 217 

thought processes, 220. ill 

Obsessive doubts, 221 

Occupational therapy, 332. 415 

Oedipal conflict. 95 ff 

indo |»yd,od» 

Oifactory lulIucm,tioiis( Hdlucm 
lions) 

Omnipotence, 52 
Opium, 383 
Opthaimopicgia. 210 
Oral character, 251 

Oral demands. 227 

Oral fivation. 227. 293, 30. 
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Oral phase {%ee Psychosewal develop- 
ment and theory) 

Oral triad, 302 
Orderliness, 220 

Organ neuroses (ree Ps>-chophysiological 
disorders) 

Organic psjchoses {iee Psvxhosis with 
organic brain damage) 

Orgasm, &4 

Out-patient facilities, need for, 422 
Overconformitj’, 178 ff 
Ovarian atrophy, 282 
0\ erprotection, 94 f 
0\ erprotection, maternal, 94 f 
Packs, wet, 387 
Pam, psv'chological, 63 
Palpitation, 235 
Panic, and anxict)', 235 
Paralj-sLs {see Plegias) 

Paramnesu, 211 
Paranoid processes, 274-279 
conjugal paranoia, 276 
dilTercnuation of, 276 f 
folie J Jezix, 276 
homosetualit)' in, 278 
paranoia, 276 
paranoid state, 276 
“peculiar individual,” 279 
Paraphrenia, 320 
Paraplegia, 210 
Parataxic distomon, 372 
Parenr-child relationships (see Depres- 
sive psychosis, Schizophrenia, anJ 
Mother, relationships with child) 
Paresis, general (see General paresis) 
Paresthesia, 209 

ParoTj-smal cerebral reaction (see Epi- 
leps)-, cerebral d}srh)thiTua) 

Partial sexual instincts (see Insnncts) 
Passive dependenc)’ needs, 228 f 
Passuitj, 89, 226 
Pathoneuroses, 314 
Pathopsj chooc reactions, 3 14 f 
Penis envy, 99 
Pentothal, sodium, 390 
Peptic ulcer: 

descriptive characteristics, 224 f 
djTiamics of. forraanon, 228 f 
experimental mduction. -24 f 
personally ypes in, 225-228 
relauonship to sex, 228 f 
Pcrccpoon. self, 109 f 
Perceptual defense, 58 f 
Performance test, 598 
Penphcral psychotherapist, 414 
Persccuuon, ideas of (see Delusions) 


Persistent, non-adaptivc reactions, 135, 
150-165 
Persona, 567 

Personal habits, deterioration of, 323 
Personaliy': 

development, 85-102 
dimensions, 287 
integration, 42 

and Mress. 85 f, 88, 90 f, 92 ff, 96 ff. 101 f 
structure, 47-57 
as uniy, 42 f 

Personally structure as a conceptualiza- 
tion, 47 

Persoiu in mental hospitals, 415, 419, 420 f 
Persuasion, 213 

Perversions, 175-178 (see also Adoles- 
cence) 

Petit mal (see Epilepsy) 

Phallic phase (see Pychosexual develop- 
ment and theory’) 
Phamucoiherapy, 387 S 
“Antabuse,” 588 
barbiturates, 388 
honnones, 388 
tranquilizers, 38, 389 
Phobias, 217 f 
acrophobia, 217 
agoraphobia, 217 
claustrophobia, 217 
inwomen, 219 

Physical handicap or illness, 10 ff, 138 ff 
Physiological changes and mencid illness, 
JOff 

Pick’s Disease, 522 
Pleasure principle, 48 
Plegias, 210, 213 

Post-concussion reaction (see Brain dis- 
turbance, concussion) 

PostUy^svowc svsggtssion, 122 
Post-traumatic psychosb, 314f 
Precipitating factor, 138 
Precociy, 129 ff 
Preconscious, 59 

Pre-frontal lobotomy (see Psychosur- 
gey) 

Pregemral: 
conversion, 165 
stage, 1 10 f 
Pregnancy, 225 
Premaniriy, 113 
Prenatal factors, 120 
Prc-sencsccnt personaliy, 330 
Prc-transfcrcnce, 345 
Preventive programs, 426-429 
Primary behav lor disorder (see Persistent, 
non-adaptive reactions) 
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Primary cmorional patterns, 113 
Primary personality, 227 
Professions in treatment process, 408-417 
Projection, 64. 93, 107, 219, 258, 274, 275. 
276,277 

Projccti\c tests, 400-407 
Pseudo-community, 278 
Pseudo-feeblemindedness, 159 
Psychiatric case history (see Anamnesis) 
Psychiatric nurse, 414 f 
Psychiatric social worker, 187,413 f 
Psychiatrist,41I f 

Psychic energy (see Psychoeconomics) 
Psychoanalysis, 338-344 
basic concepts, 339 
in children, 190 f 
definition, 339 f 
different types of, 339 
and dream interpretation, 341 ff 
and ego defenses, 344 
and free association, 340 f 
and interpretation, 343 f 
and resistance, 340 f 
and therapy, 190 f, 335, 338 f 
and uncovering, 339 

Psychoanalysis, child (see Child psycho- 
therapy) 

Psychoanalyst, 412 f 
Psychoanalytic institute. 412 
Psychobiology, 363 f 
Psychodiamosis, 38, 394-407 
case study in, 396 f , 

descriptive versus dynamic, 395 n 
general principles, 396 f 
goals, 395 f 
tests in, 397 

intelligence tests in, 397-400 

interview in, 397 

projeedve testsin, p 

Psychodynamic ^ 

Psychodynamic proce|.W^ ^54 

Psychoeconomics, 43 n, 6 , 

Psychogenic functions. 223 

therapy) Psychodiagoosis) 

Psychometric J^Z/EpiIepsy) 


attitudes toward, 206 
categories, 201 f 
character disorders, 248-251 
in children, 150-165 (see also Persistent, 
non-adaptivc reactions) 
common defenses, 199 
conflict, 175 ff 

contrasted w ith psychoses, 202 f, 206 ff 
conversion hysteria, 207-215 (see also 
Hysteria) 

comulshe behavioral reacuons, 241-247 
(see also Epilepsy) 
definition, 198-202 
development, 199 f 
differences among types. 201 f 
migraine, 247-248 (see also Migraine) 
neurotic trends, 200 f 
obsessive-compulsive, 216-222 (see also 
Obscsslv e-compulsiv c) 
prcgemtal, 94 

psychophysiological disorders. 222-^4 
(see also Psychophysiological dis- 
orders) 

traumatic reactions. 237-241 (see also 
Traumaac reactions) 

Psychopathic personality (see Delin- 
quency and Character disorders) 
Psychopathology, defined, 197 f 
Psychophysiological disorders, 150-153, 
222-234 

definiuon, 150, 222 f 
difference from hysterical reacDon, I5I 
dynamics, 150 f, 223 f 
Psychosexual development and theory, 
27f. 85-102, 278 
affiliation, 35 f 
at birth, 85 f 

anal phase, 91-95 (see also Anal lev cl) 
auxiliary modes, 88 
erotogenicity, 87 
genital phase, 101 f, 170, 171-178 
latency phase, 100 ff, 142 
modes, 88 

narcissistic level, 278 

oedipal phase. 95-101. 142 (see also 
Oedipal conflict and Oedipal com- 
plex) 

oral phases, 87-91 
phallic phases, 95-101 
poij’morphous pen erse, 87, 90 
surplus energy, 84 
and trauma, 85, 89 
zones, 87, 91, 95 f 
Psvehosis, 253-316 

alcoholic, 308-310 ^ 

cliaractcnscics of, 203, 253 IT 
inciuldhuod, 150-153 
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deSniaoa, 165, 202 

depressive 2 nd ni 2 nic, 290-3M (tee sJso 
Manic-depressive psj'chosb) 
difference from psychoneurosU, 202 f 
ego cbaracrerisucs,202 f 
functional, 320 
m infanev", 115 f 

inv olundonal melancholia, 29(!^300 {see 
jlso Involutional melancholia) 
and organic bi^n damage, 304-315 {see 
dso Psychosis with organic brain 
damage) 

pathopsj'chodc reactions, 3l4f {see 
jJso Pathopsjxhotic reactions) 
regression in {see Regression) 
schizophrenia, 255-290 {see also Schizo- 
phrenia) 

senile, 320, 323 {see also Aging) 

Psj'chosis with organic brain damage, 
304-315 

alcohol and, 30S-31O {see also Alcoholic 
psvehosis) 

Alzheimer’s Piscase, 309 f 
chemogenic disorders, 307 
classification, 305 

effects of organic brain damage, 311-314 
histogenic disorders. 305 
relaaooship to head injury*, 305 f 
Ps}chosomanc disturbance (see Psvxho- 
phvsiologTcal reacaon) 

Ps) chosonuac medicine, 37, 80 
Ps) chosuigerv', 34 f. 381-387 
behavioral reactions, 383 f 
lobectomy, 382 

lobotomy, 382 I 

pre-frontal leocotomy, 34, 382 I 

pre-frontal lobotomy, 382 
psychological effects, 382 f 
topectomy, 383 
ultrasomc vibrations. 382 
Psychotherapy, 153, 154, 334-357 {see also 
Quid psychotherapy) 
in adolescence, 175 
adult, 339-357 
of aged, 350-333 
aims, 335 f 

analysis of resistance, 193 
and capaaty for growvh. 359 
and cathai^ 338 (see also Quid psy- 
chotherapy) 

child (see Quid psychotherapy) 
in childhood, 183-194 
clicnt-centercd, 347, 348 f, 358-363 (see 
also Ps) chotherapy. schoob of, 
Rogenan) 

common features, 344-548 
defined, 337 


differences in, 348 S 
directive, 349 f 
distributive analysis, 364 f 
emotional rclanonships, 345 f 
emotional release, 346 
flexibility in, 370 
group, 34 , 187, 353-356 
dynamics, 356 
in institutions, 355 
psychodrama, 355 f 
purposes, 354 
hypnoanalysis, 389 f 
tn-pancQc. 351 ff 
insight in, 347 
intake procedure. 248 
integration in, 347 f 
interaccon in. 368 
interpretation in, 345 f, 347, 349 f 
as learning, 338 
and ment^ hygiene, 184 
milieu therapy, 352 f 
□arcoanalysis, 349 f 
nondirective (tee Psychotherapy, 
schools of.Rogerian) 
out-paaent, 351 ff 
peisuasioii, 335 
play therapy, 186 f 
and psychoanalysis, 19 f, 335, 338f 
psytdvological tests in, 343 f 
re-cducaaon in, 365 
reflection in, 347, 361 f 
release, 154, 187 f 
• role of therapist, 335, 337 f 
schoob of, 187-193, 35&-373 
Adlerian, 365 ff 
Anna Freud, 190 f 
Chicago, 370 f 
eclectic, 372 f 
Horneyian, 369 f 
Jungiaa, 367 ff 
Kleinian, 191 f 
Meycrian, 363 ff 
Rankian, 188f, 337f 
Rogenan, 192 f, 358-365 
Washington, 371 f 
and self-realization, 337 f 
spontaneity’ in, 564 
suggestion in, 349 f 
team approach, 35 f 
terminaaon of, 189/, 350 
training for, 360 
unique features in, 348 ff 
PSychoDc regression {see Schizophrenia, 
regression in) 

Puberty, 101 f. 169 ff {see also Psycho- 
sexual development and theory-) 
physiological changes, 169 f 
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psychological reactions, 170 f 
secondary sex characteristics. 170 
Punishment, need for, 221 
Race (see Culture) 

Rage, 246, 302 
Rate of aging (see Aging) 

Rapport, 345 
Rapprochement, 103 
Reaction formation, 101, 106, 218, 219, 
220, 227 

Reaction type, 251, 324 f 
Rcacmc character traits, 251 
Reactive personality, 227 
Reading disabilit)’, 155-161 
causes, 156-161 
definition, 155 f 
and emotional factors, 159-161 
and learning difficulties, 158 
and neurological defects, 158 
and sensory defects, 158 
and Msual defects, 157 
Reading retardation, 155 f 
Reality: 

childhood concepuon of, 
dcsclopment of conceptions of, 51-54 
testing, 53, 285, 327 
Receptivity, 87 ff 
Recreation therapy, 417 
Redintegration, 26,213 
Re-education, 390 _ , . 

Reference, ideas of (see Delusions 
Regression: 
concept of, 89 
of ego, 107 . 

and fixation (see Fixauon) 
in neurosis. ZU f. ZW f. > j jgg, 290 
m psychosis, 203, a/u. 

(see also Schizophrenia) 
in shock therapy, 377 
Rejection, 117 f, 119, 1 

and asthma. 232 f . psychotherapy) 

Relationship therap) ” 7 . 

Relationship, ‘"^"^psychotherapy) 
Release therapy 193, 213 f, 

primal, 105 
proper, 105 

^:pSv!.!f=nonr,.n.of.- 
Reseipme,38 !S9 j 
Resistance. 28, H , 

Respiratory system. 

Restraint. 387 _ , Feebleminded- 

Retardation, 

ness) 

Retention 


.mental ' 

\see Anal let el) 


Retrospective falsification, 279 
Reverse (inverse) oedipus, 329 
Rli blood factor, 120 
Ribot’s law of regression, 324 
Rigidity, 106 
Rituals, 216 

Rorschach Test, 401, 402 ff 
Sadism, 177 f, 246 
Sanatoria. 352 
Sanity of society, 419 
Scattered thought, 262 
Schizoid personality, 172 f, 179 
Schizophrenia, 255-290 
age of onset, 256 

catatonic type (see Catatonic schizo- 
phrenia) 

in childhood, 165-168 
causes, 166 f 
characteristics, 166 
treatment, 167 f 
chemogcnic theories of, 282 f 
classification of, 266 f 
common symptoms, 256*266 
definition of, 256 
dementia praccox, 256 
deterioration in, 265 f, 270 f 
dynamic approaches. 283-290 
emotional disturbances m, 261 
etiology of, I66f 
evolution of, 257 

familial factors in. 280 

hebephrenic type (see Hebephrenic 
schizophrenia) 
heredity in, 279 ff . 

histopathological factors in, 281 1 
incidence, 256 . , , r 

inrcllectual impairment in, 265 1 
language and thought, 261-265 
motor disturbance in. 261 
nature of thinking m, 261-265 
paranoid type (see Paranoid proc^ses) 
parent-child relations in, 166 f. -SOf. 

284, 286 f. 288 
precipiution of, 287 
regression in, 284-288 
somatic inv oh ements in, 281 ff 
simple type (see Simple schizophrenia) 
theories of, 279-290 

ChildliooJ 

schizophrenia) 

School adjustmenr. 145 /, 181 f 

Screen memories. 105 

Second childhood r 

Secoud.ty gains. 154. 174. 704 f. 707 f. -IS. 
341 

Security operations. 372 
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Selective attention, 172 
Self-esteem, 109 f, 110, 294, 295, 302, 313 
Senile psychosis, 323 
Senility {see Aging) 

Sensonmotor disturbance, 110 
Sensory disturbance, 209 f 
Separation anxiety {see Anxiety) 

Sequential firing of cortex, 289 
Sex, 83 {see also Psjchosexual detelop- 
ment and theory) 
dnves, 84 f 
and hostility, 175 
perversion, 175-178 
Sexuality: 
infantile, 87-91, 175 
in old age (see Aging, sexuality) 

Sexual prormscuitj', 300 
Shell shock, 32 

“Sheltered nork” program, 331 
Shock therapy, 374-381 
brain changes in, 375 f 
history, 375 

"maintenance” program, 378 
relation to psychotherapy, 381 
theories of, 380 f 
Simple schizophrenia, 267 ff 
Sleeping sickness (see Encephaliris) 

Slips of the tongue, 60 
Social attitude toward aged, 330 f 
Social case work, 187 
Social concept test, 257 
Socialization, 93 i, 100 f, 136 
Social relationships in schizophrenia, 257 
Societies, types of, 86, 92, 95 
Sodium am)tol. 262 I 

Somatic compliance, 151 I 

Somatic pathologies of aging {see Aging) ' 
Somatic therapy, 374-393 
“Antabuse” (see Pharmacotherapy) 
behavioral reactions to psychosuigtry 
(lee Psj'chosutgery) 
chlorpromazine (see Pharmacotherapy, 
tranquilizers) 

convulsnc and sub-consvilsivc electric 
shock (see EIccmc shock therapy) 
drugs {see Pharmacotherapy) 
eifccthcness of somatic techniques, 
390 ff 

hjdrotherapy (see Hydrotherapy) 
insulin shock free Insulin shock) 
Icucotomy (see Psychosurgcr>’> 
lobotomy (see Psychosurgery) 
metrazol (see Metrazol shock) 
narcoanalysis (ree Narcoanaljsis) 
psychological effects of psjehosurgery 
(see Psychosurgery) 
psychosurger)' (see Psychosurgery) 


reserpine {see Pharmacotherapy, tran- 
quilizers) 

relaaon of shock therapy to psycho- 
therapy (see Shock therapy) 
dtock tbeiapies (see Sbockthetapy) 
topectomy (see Psychosurgery) 
tranquilizing drugs (see Pharmaco- 
therapy) 

transorbital Icucotomy (see Psycho- 
sui^ery) 

transorbital lobotomy (see Psycho- 
surgery) 

Somatogenic hypothesis, 20 
Somnambulism, 212 
“Sore throat,” 138 f 
Special service activities, 416 f 
Speech: 

disorders in children (see Stuttering) 
disorders of aged (see Aging) 
retardation, 291 

Spontaneity in psychotherapy, 364 
Stammering {see Stuttering) 
Stanford-Binet test, 265, 3W 
Stealing (see Delinquency) 

Stereotyped actions, 261 
Stereotyped thought, 261 
Stigmata of degeneration, 125-131 
Stimulus contiguity, 72 
StrephosymboTia, 159 
Stress: 

and anxiety, 70 f, 73, 74 f, 140 f 
and old age (see Aging and Stress) 
physiological reactions to, 223 f 
Structure of the personality, 28, 47-57 
Structuring, 
in tests, 401 

therapeutic relationship, 359, 364 
• Stubbornness, 220, 271 
catatonic, 271 f 
neurotic, 23S 
Stuiienng, 161-165 
causes, 162-165 
clonic, 162 
cultural factors, 162 
de6muon, 162 
ego disturbance, 161 
theories, 163 ff 
tonic, 162 
types, 162 
Style of life, 366 

Subconscious (see Unconscious) 
Sublimation, 100 f, 105, 107 f, 278 
Substitution, 219 
Sucking, 87 ff 
Suffocation, fear of, 152 
Suggestion and hysteria, 213 
SuTcide. 12, 292, 296, 328 
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Superego, 54 f, 94, 101 
in aged, 327 
and conflict, 94 
in depression, 294 
development, 54, 88, 100 f 
functions, 55 
and guilt, 54 
and neurosis, 2 19 
and psycliusis, 293 
relation to ego and id, 55 (f 
Suppression (see Repression) 

Surgery and anxiety, 139, 238 
Suspicion, 274 
Symbolism, 207 f, 342 
Symptom, 204 f 
Symptom production, 78 ff 
and id, 81 
meaning, 78 
and repression, 79 
and unconscious, 79 

Symptomatic epilepsy (lee Epilepsy, idio- 
pathic) 

Syntonic traits, 249 
Syphilis, 25, 121 . 

Systematized delusions («e Delusions, sys- 
tematized) 

“Task activity'* therapies, 415 / 

Team: 

approach to aged, 332 
neuropsychiatric, 409 ff 
in therapy (se^ pwchotherapy) 

Team concept, 410 1 
Tension and homeostasis, 4d 
Termination of therapy 
therapy) 

Tests, 396-407 
intelligence, 398 fl 
projcctn e, 400-407 
structured, 401 
unstructured, 401 
Testicular atrophy, 282 
Tetany, 122 

Thalamus,381 Test 215,404/ 

Thematic Apperccpti • Cj,niatic 

Therapy (see Psychotherapy boma 
therapy) 

Threshold, 238 
Threat. 238 

Thumb-sucking. 90 1. W 
Thyroid deficiency, 1-' 

Tic, 144. 173,210 
Timidity. 143 f 
Toilet training, 92 f.2iv. 

Tonsillectomy, 139 , „y) 

Topectomy psyjioihex- 

“Total push therapy 
apy) 


Toxic conditions, 288 
Traits: 
anal, 93 
passivity. 89 
sarcasm. 90 

Tranquilizing drugs, 389 (see also Phar- 
macotherapy) 

Transference. 28, 191 (see also Child 
psychotherapy, Psychoanalysis, and 
Psychotherapy) 
neurosis, 343 
in therapy, 343 

Transient, adaptive reactions, 1341, 136- 

Transorbital leucotomy (see Psycho- 
surgerj') 

Transorbital lobotomy (see Psycho- 
surger)') 

Trauma, 95, 119 
m aging, 318 
binh, 85 If 

Traumatic experience, 237, 238 
Traumatic reactions. 257-241 
definition, 237 
psychopathology. 238 f 
and situaoons, 237 f 
symptoms, 237 

and war, 239 ff , 

Treatment (see Psychotherapy and So- 
matic therapy) 

Tremors, 235 

Tneb,83 , u \ 

Tumor (see Brain disturbance) 

Tunnel vision, 209 
Twins, studies of, 41 f 
Two-factor theory of anxiety (see Anx- 
iety) 

Ulcer (fee Peptic ulcer) 

Ulcerative colitis. 153,234 
Unconscious affect, 223 f 
Unconscious association, -58, 261 1 
Unconscious atutude, 224 

Unconscious fantasy, 214 

Unconscious graaficauon, 28 j 
U nconscious guilt, 221 
Unconscious hostility, 2_8 
Unconscious lev el. 59 h 52 
attributes of, 60 
collective, 367 
contents of. 60 
definition of. 

determinants of bchav lor, 60 J 
dnves, 60 
evidence for, 59 f 
inference of, 59 
primordial, 28, 367 
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and psychopathology, 62 
and repression, 60 
in schizophrenia, 257 
Unconscious perception, 61 f 
Unconscious wishes, 302 
Undoing, 106, 219 

United States Public Health Sen ice, -125 
Unity of personality, 81,311 
“Unpardonable sin,” 297 
Unprodueme mania (see Manic -depres- 
si\e psychosis) 

Unsystematized delusions (see Delusions, 
unsystemaozed) 

Urticaria, 232 

Vasomotor symptoms, 233, 234 
Vigilance, 58 
Visual disturbances: 
neuroDC, 209 f 
post-traumanc, 306 
and reading disability, 157 
V’ltamin deficiency, 12 
Volunteer actisiues, 417 
Vonutmg, 119,211,223 


Voj'eurisin, 177 
Wandering of aged, 320 
War: 

neurosis, 239 f 
superego in, 2-W 

Wasting disease {see Marasmus) 

Waxy flexibility, 261 
Weaning period: 
in anal phases, 92 l7 
in oral phases, 88-91 

Wechslcr-Bcllcv ue intelligence scales, 
325 f.399f 

Weight, excessive, 137 f 
Wet pack, 387 

Wishful thinking (see Dereistic thinking) 
Words, magic (see Magical dunking) 
•Zones of pnmacy, lJ4f 

anal, 91 f ^ 

in infancy, 87 
oral, 87 f, 89 f 
• phallic, 95 f . ^ ' 

polymorphous perverse, 87 
Zuni, 3 ^ • 



